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Abstract

THE INFLUENCE OF EMPOWERMENT ON THE DEVELOPMENT OF COMPASSION
FATIGUE IN ONCOLOGY NURSES
Franklin Wynn
Dissertation Chair: Danita Alfred, Ph.D., R.N.
The University of Texas at Tyler
June 2020

Compassion fatigue is a growing issue in the oncology nursing population that has
implications on outcomes such as job satisfaction and intention to leave a job. With an increased
need for nurses nationally, compassion fatigue needs to be further studied to identify solutions
that support the retention of the oncology nursing workforce. The concept of empowerment has
been favorable in leading to proactive workplace behaviors and attitudes. However, literature
showed underrepresentation of this variable in relationship to compassion fatigue. A program of
research in connection to these variables is provided.
A comparative concept analysis on burnout and compassion fatigue is presented,
followed by a review of literature regarding empowerment in oncology nursing. The review
discusses how empowerment is defined and developed in oncology nurses and identifies gaps in
nursing knowledge. A non-correlational study designed to examine the relationship between
empowerment (structural and psychological), compassion fatigue, job satisfaction, and intention
to leave job was conducted. Structural equation modeling was used for analysis of variables to
identify total, direct, and indirect effects among a sample of 500 oncology nurses. Psychological
empowerment was the strongest predictor of compassion fatigue in the structural equation
model. Structural empowerment was the strongest predictor of job satisfaction. Job satisfaction
viii

demonstrated mediating effects on intention to leave job. Recommendations include the need for
healthcare organizations to improve levels of structural and psychological empowerment in
oncology nurses and identify ways for which oncology nurses may more readily view their work
as impactful.
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Chapter One: Overview of the Program of Research
The nursing shortage in the United States is continuing to grow with an estimated need
for over 1.05 million nurses by the year 2022 (Bureau of Labor Statistics, 2013). Stressors in the
workplace, such as compassion fatigue, increase this need. Nurses with compassion fatigue are
known to experience burnout, lack job satisfaction, and have greater intention to leave their
positions (Jerkins & Warren, 2012; Ledoux, 2015; Perry et al., 2011; Potter, Deshields, &
Rodriguez, 2013a; Wu et al., 2016). In fact, 20% of new nurses will quit their jobs within the
first year of employment due to compassion fatigue related stressors (Kelly, Baker, & Horton,
2017). The financial implications associated with this outcome are unfavorable. The costs
associated with recruiting, hiring, orienting, and training of nursing staff creates financial
burdens for healthcare organizations (Wells-English, Giese, & Price, 2019), estimated to be as
high as $8.1 million (National Solutions Inc., 2016).
The purpose of this program of research is to explore compassion fatigue from the
prospective of oncology nurses. This population of nurses was selected by the researcher
because of their increasing vulnerability for experiencing compassion fatigue (Potter et al., 2010;
Hooper, Craig, Janvrin, Wetsel, & Reimels, 2010). To this end, the research presented in this
portfolio examines the scope, strength, and limitations of compassion fatigue in oncology nurses
through two scientific research articles that led to the development of a research study.
Ultimately, this research aims to bridge the gaps in nursing literature and to disseminate findings
produced through professional peer-reviewed publications.
Introduction to the Articles
The research presented in this dissertation portfolio begins with an article entitled
“Burnout or Compassion Fatigue? A Comparative Concept Analysis for Nurses Caring for
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Patients in High-Stakes Environments” (Wynn, 2020), which was published in International
Journal for Human Caring (Chapter Two). This article was written to address a gap in the
literature that demonstrated close associations between the terms burnout and compassion
fatigue, which led to confusion in both their usage and application (Potter et al., 2013a; Potter et
al., 2013b; Villani et al., 2013). The article argues that both burnout and compassion fatigue are
derived from stress and exhaustion. However, compassion fatigue is an extension of unresolved
issues of burnout that impacts the nurse’s ability to effectively cope with workplace stressors and
simultaneously be empathetic to the needs of their patients. Thus, the need for nurses to have
effective coping strategies became increasingly apparent from this concept analysis, particularly
given the fact that a nurse’s coping ability may keep them from developing compassion fatigue.
The next phase of research then became centered on identifying concepts that may help nurses
cope. The concept of empowerment was one variable of interest.
Individuals with empowerment value their work, complete it with a sense of autonomy,
and are confident in their ability to influence workplace outcomes (Spreitzer, 1995).
Consequently, employees with empowerment demonstrate positive attitudes and behaviors in the
workplace (Laschinger, Finegan, Shamian, & Wilk, 2001). To further explore this concept, “The
Role of Empowerment in Oncology Nursing” (Chapter Three), is a literature review that
examines how empowerment is defined and developed in oncology nurses. Several gaps in the
literature became apparent including the understudy of empowerment in oncology nurses and the
lack of available empowerment interventions. From this article, it also became clear that more
work is needed on identifying aspects of psychological empowerment that nurses may readily
identify with; which may help to facilitate more meaningful interventions and help nurses to
receive the benefits from empowerment faster.
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Following the composition of Chapter 3, a subsequent review of literature identified a
study by Frey, Robinson, Wong, and Gott (2018) in which the variable of empowerment was
studied in connection with compassion fatigue. Although promising, several issues were noted
with this study that could help to further advance the literature in this area if addressed. These
issues included concerns with measurement of the structural empowerment and compassion
fatigue variables, the lack of analysis of psychological empowerment subscales, and lack of
diversity of the sample. These issues also mirror similar issues identified in the literature in
Chapters 2 and Chapter 3. To this end, a study was developed for the next phase of research, as
outlined in Chapter 4.
“The Influence of Empowerment on the Development of Compassion Fatigue in
Oncology Nurses” (Chapter 4) examines the presence and nature of relationships between
empowerment, compassion fatigue, job satisfaction, and intention to leave a job in oncology
nurses (Registered Nurses and Advanced Practice Nurses). This non-experimental correlational
study surveyed a convenience sample of oncology nurses throughout the United States using six
instruments: Conditions for Work Effectiveness Questionnaire-II, Psychological Empowerment
Scale, Nurses’ Compassion Fatigue Inventory, Nurse Job Satisfaction Index, Multidimensional
Scale of Perceived Social Support, and a single item question in which participants were asked to
rate how likely they are to leave their current nursing position in the next 12 months. Regression
and structural equation modeling were used to analyze the reported study findings. Strengths
and limitations, future recommendations, and a summary of findings were reported.
This dissertation portfolio concludes with a summary and conclusions (Chapter 5). Ways
in which this program of research is beneficial in advancing nursing science are discussed.
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Recommendations for future studies are offered as well as suggestions for how this research may
be implemented into the practice of oncology nurses.
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Chapter Two: Burnout or Compassion Fatigue? A Comparative Concept Analysis for Nurses
Caring for Patients in High-Stakes Environments
(as published in International Journal for Human Caring, 24(1), reprinted with permission from
International Journal for Human Caring and International Association of Human Caring)
Abstract
Burnout and compassion fatigue are two distinct concepts experienced by nurses caring for
patients in high-stakes environments. Nurses often do not recognize which concept they are
experiencing due to the similarities and interchangeable use of these terms in literature. Nurses
in high-stakes settings need to have these concepts further explored as they impact their physical
and psychological health. This comparative concept analysis examines these terms using Walker
and Avant methodology. Defining attributes, antecedents, consequences, empirical referents,
and constructed cases are discussed. This analysis adds to the nursing knowledge needed to
support nurses in achieving optimal occupational health and well-being.
Keywords: burnout; compassion fatigue; concept analysis; nursing
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Burnout or Compassion Fatigue? A Comparative Concept Analysis for Nurses Caring for
Patients in High-Stakes Environments
Burnout and compassion fatigue are a growing concern for nurses working in high-stakes
environments, such as emergency rooms, critical care, and oncology units, where patients have
potential for life-threatening health outcomes (Al-Majid, Carlson, Kiyohara, Faith, & Rakovski,
2018; Hinderer et al., 2014; Rushton, Batcheller, Schroeder, & Donohue, 2015; Wentzel &
Brysiewicz, 2018). Nurses in these settings must frequently make urgent critical decisions,
resolve ethical dilemmas, and participate in extensive multidisciplinary collaborations (Guveli et
al., 2015; Ko & Kiser-Larson, 2016). At the same time, they also witness the extensive trauma
and suffering of their patients and experience grief and bereavement as patients succumb to death
(Harris & Griffin, 2015; Lee, Laurenson, & Whitfield, 2012; Potter, Deshields, & Rodriguez,
2013b; Sullivan et al., 2019). As these investments are physically and emotionally demanding,
nurses in high-stakes environments are at an increased risk for burnout and compassion fatigue.
Although burnout is a term that nurses are often more familiar with, many find it
confusing to distinguish from compassion fatigue (Potter et al., 2013a; Potter et al., 2013b;
Villani et al., 2013). This could be related to the common use of both terms interchangeably in
the literature, often to describe one congruent experience (Al-Majid et al., 2018; Jenkins &
Warren, 2012; Lynch & Lobo, 2012). The distinction of these concepts is further complicated by
the reporting of similar outcomes such as stress, exhaustion, mood swings, difficulty with
managing personal conflicts, detachment in caregiving, and poor job satisfaction (Guveli et al.,
2015; Jenkins & Warren, 2012; Lee, Kuo, Chien, & Wang, 2016).
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Purpose
The purpose of this article is to provide an in-depth analysis of the concepts of burnout
and compassion fatigue in the context of high-stakes nursing environments. An analysis
contrasting these concepts was not found in the literature; however, a comparison of this type is
needed to provide clarity of these terms that distinguishes them as two separate phenomena.
Moreover, understanding how these concepts agree and how they are different will help nurses
cope with caring for high-stakes patients and support them in achieving optimal occupational
health and well-being.
The methodology of Walker and Avant (2011) was used to analyze the related concepts
of burnout and compassion fatigue. This multi-step process is expected to define, clarify, and
operationalize the ill-explained aspects of phenomena into constructs that can be understood and
utilized in practice (Walker & Avant, 2011). The analysis began with an exhaustive search to
identify the uses and definitions of burnout and compassion fatigue in the literature. From these
articles, critical attributes and antecedents have been identified so that each term can be
recognized within a context. To further assist in the recognition and proper use of the terms
burnout and compassion fatigue, consequences for each term are discussed to expand on how
they can be experienced. Measurement of each concept is described as empirical referents. The
information gleaned from the analysis for each concept is then compared and contrasted to allow
for the synthesis of these concepts and correct distinction of them within constructed cases
(model and contrary). After this synthesized comparison, the reader is expected to be able to
discern what each concept is and is not; particularly in the context of healthcare and high-stakes
nursing environments.
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Method
Literature was searched using Academic Search Complete, CINAHL Complete, Health
Source Nursing Academic Edition, and PsycINFO databases. Keywords for the search included
burnout, compassion fatigue, concept analysis, antecedents, attributes, empirical referents, and
consequences for each respective concept. The search was limited to the English language and
the years 1974 through 2019. After retrieving the initial yield from the combined searches,
abstracts were reviewed for applicability to high-stakes environments or caring for high-stakes
patients. A total of 52 articles were included in this comparative concept analysis.
Uses and Definitions of Burnout and Compassion Fatigue
Burnout
Freudenberger (1974) first introduced burnout in literature as a term that was used to
describe a “loss of charisma” for work among healthcare workers. This loss of charisma was
attributed to workers feeling worn out, or tired, in performing their work duties (Freudenberger,
1974). In 1981, Maslach and Jackson further expanded the concept of burnout by describing it
as a combination of symptoms they coined burnout syndrome, which are feelings of increased
emotional exhaustion, depersonalization, and lack of personal accomplishments. This revised
definition provided more clarity to what a “loss of charisma” may look like in individuals
experiencing burnout.
The concept of burnout has been found commonly discussed among disciplines with high
stress and performance expectations, such as nursing, law enforcement, social work, education,
and athletics (Akhrem & Gazdowska, 2016; Finney, Stergiopoulos, Hensel, Bonato, & Dewa,
2013; Klinoff, Van Hasselt, Black, Masias, & Couwels, 2018; Savas, Bozgeyik, & Eser, 2014).
Table 1 shows that descriptors such as an exhaustive, strung-out state related to meeting job
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demands were common across the various definitions of burnout; particularly in the nursing, law
enforcement, and social work literature.
Table 2.1 Definitions of Burnout
Source

Definition

Classical Definition
(derived from the field of
Psychology)

The loss of charisma for work attributed to feelings of being
worn out, or tired, in performing work duties (Freudenberger,
1974).
Burnout syndrome: the increased emotional exhaustion and
depersonalization experienced from a lack of personal
accomplishments (Maslach & Jackson, 1981).

Nursing

“A prolonged response to chronic emotional and interpersonal
stressors on the job” (Jenkins & Warren, 2012, p. 391).
“The physical, emotional, and mental exhaustion caused by
long-term involvement in emotionally demanding situations”
(Jenkins & Warren, 2012, p. 391).
The failure of an organization to provide support that is
adequate to the needs of employees (Schaufeli & Greenglass,
2001).

Law Enforcement

A psychological syndrome to chronic interpersonal stressors on
the job that develops from an imbalance between the demands
placed on individuals and their ability to cope that results in
feelings of exhaustion, cynicism, detachment, ineffectiveness,
and a personal lack of accomplishment (Finney et al., 2013).
A stress response that includes exhaustion, cynicism,
diminished professional and personal efficacy (Klinoff et al.,
2018).

Social Work

“Symptoms, including feelings of hopelessness, that are related
to difficulties in dealing with work or managing one’s job
effectively” (Thomas, 2013, p. 372).

Education

The negative attitudes experienced from the exhaustion of
emotional resources and lack of personal achievements (Savas
et al., 2014).

Athletics

A period of staleness and slumps experienced from physical
and emotional exhaustion, poor performance, and
depersonalization (Akhrem & Gazdowska, 2016).
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Compassion Fatigue
In 1992, Joinson first introduced the term compassion fatigue in the field of nursing and
defined it as the loss of a nurse’s ability to nurture their patients. However, many of the
definitions observed in the literature are derived from Figley’s (1995) definition; which is
recognized as the most common definition of compassion fatigue. Figley defined compassion
fatigue as a feeling of biological, psychological, and social exhaustion caused by prolonged
exposure to compassionate stress.
Table 2 shows that across nursing practice, definitions of compassion fatigue are similar,
with the nurse’s loss of self in caregiving as a major focus. Additionally, Table 2 shows that in
other disciplines (social workers, mental health workers, lawyers, and family caregivers)
compassion fatigue has been used in association with individuals that are susceptible to
witnessing adverse events that may affect their ability to care for others (Adams, Boscarino, &
Figley, 2006; Burnett, 2017; Cocker & Joss, 2016; Jenkins & Warren, 2012; Norton, Johnson, &
Woods, 2016; Thieleman & Cacciatore, 2014; Thomas, 2013).
Table 2.2 Definitions of Compassion Fatigue
Source

Definition

Classical Definition
(derived from the field of
Psychology)

A feeling of biological, psychological, and social exhaustion
caused by prolonged exposure to compassionate stress (Figley,
1995).

Nursing

The loss of a nurse’s ability to nurture their patients (Joinson,
1992).
The stress obtained from the progressive and cumulative
therapeutic use of oneself to continuously provide patient care
(Coetzee & Klopper, 2010).
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Table 2.2 (Continued)
Source
Nursing

Definition
The nurse’s inability to love, nurture, care for, or empathize
with another’s suffering as a result of prolonged physical,
emotional, and spiritual self-sacrifices in care delivery (Harris
& Griffin, 2015).
The repeated activation of empathic and sympathetic responses
to pain and distress in patients and their loved ones that deplete
or exhaust compassionate stores in nurses (Pembroke, 2015).

Social Work

The repeated exposure to trauma that reduces the empathetic
ability of others (Adams et al., 2006; Thieleman & Cacciatore,
2014; Thomas, 2013).

Mental Health Workers

The “reduced capacity for empathy as manifested through
emotional, behavioral, physical, spiritual, interpersonal, and
cognitive reactions experienced by a disaster mental health
service provider or any individual helping a traumatized
person” (Burnett, 2017, p. 1).

Lawyers

“The cumulative emotional, psychological and physical effects
of exposure to the pain, distress or injustice suffered by clients”
(Norton et al., 2016, p. 988).

Family Caregivers

A “condition experienced by caregivers who provide daily care
to seriously ill or dying family members and are simultaneously
exposed to the patient’s pain while experiencing their own
emotional pain” (Lynch & Lobo, 2012, p. 2128).

Results
Critical Attributes
Critical attributes are the variables required for a concept to exist and are intended to
facilitate a distinction between concepts (Walker & Avant, 2011). Table 3 identifies the critical
attributes of burnout and compassion fatigue. Each attribute is discussed separately in the
following discussion to provide clarity to their role within each respective concept.
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Table 2.3 Definitions of Critical Attributes of Burnout and Compassion Fatigue
Burnout
Stress

The shifting in homeostasis that occurs in response to physical
or psychological stimuli (Goodnite, 2014; Laukhuf & Laukhuf,
2016).

Exhaustion

An extension of one’s self, either mentally or physically, that
leaves an individual worn out or tired (Lee et al., 2016).

Compassion Fatigue
Stress

The shifting in homeostasis that occurs in response to physical
or psychological stimuli (Goodnite, 2014; Laukhuf & Laukhuf,
2016). With compassion fatigue, stress is a result of the nurse–
patient relationship (Lachman, 2016).

Exhaustion

The feeling that an individual has nothing more to give. With
compassion fatigue, exhaustion results from an individual’s
continual giving of self and presents when an individual’s
biological, psychological, and social resources have been
depleted (Figley, 1995).

Ineffective Coping

An individual’s inability to cope despite the coping
mechanisms utilized.

Lack of Empathy

The loss of ability to relate to patients and their associated
thoughts, feelings, and experiences (Lynch & Lobo, 2012).

Stress. The role of stress is a critical attribute to both burnout and compassion fatigue as
both concepts arise from chronic activations of stress in the body. Stress is the shifting in
homeostasis that occurs in response to physical or psychological stimuli (Goodnite, 2014;
Laukhuf & Laukhuf, 2016). When exposed to stress, the sympathetic nervous system releases
hormones that include catecholamines and glucocorticoids (Laukhuf & Laukhuf, 2016).
Initially, this hormonal release serves as a compensation mechanism within the body to help an
individual overcome a perceived state of instability within their environment. However, the
repeated activation of this process is not healthy as these hormones increase respiratory rate,
heart rate, and blood pressure which eventually tires and wears the body out (Laukhuf &

21

Laukhuf, 2016). Since glucocorticoids also serve a role in helping the body to maintain
immunity, repeated exposure to stress also reduces the body’s ability to fight infection; making
individuals more susceptible to illnesses (Laukhuf & Laukhuf, 2016).
In high-stakes environments, the stress associated with burnout is the result of the
demands of the work environment. Nurses in these settings have reported having inadequate
support, or the feasibility of accessing support, from employers, managers, and peers as a
continuous stressor within the workplace (Wahlberg, Nirenberg, & Capezuti, 2016). Despite the
lack of support, nurses are still expected to manage a workload that includes extensive problem
solving, multitasking, and critical thinking due to the increased acuity levels of their patients (AlMajid et al., 2018; Ko & Kiser-Larson, 2016). Nurses’ workload consistently elicits activation
of the body’s stress response, which in turn increases the incidence or potential to experience
burnout as the body tires from persistent exposure to work-related stressors.
The stress experienced with compassion fatigue results from secondary traumatic stress,
which is a type of emotional stress. Secondary traumatic stress results from memories of a
traumatic event that influences an individual’s desire to help relieve suffering (Jenkins &
Warren, 2012). For example, memories from a patient dying in pain is a traumatic event that
influences how a nurse compassionately cares for a patient in a similar situation. The constant
recall of this traumatic event activates the nurses’ stress response and results in compassion
fatigue as the individual becomes weary in their emotions, thoughts, and feelings; similar to the
process seen in posttraumatic stress disorder (PTSD), where a traumatic event is the trigger of an
individual’s stress response (Sorenson, Bolick, Wright, & Hamilton, 2016).
Exhaustion. Like stress, exhaustion is also an attribute of both burnout and compassion
fatigue, but the degree experienced varies with each concept. With burnout, exhaustion can be

22

physical, emotional, or both. It occurs when there has been an overextension of self that leaves
an individual worn out or tired (Lee et al., 2016). Exhaustion associated with burnout is often
resolved by removing stressors through periods of rest, changes in environment, or behavior.
Ultimately, with burnout, exhaustion feels like an individual has participated in a strenuous
workout and needs to rest to catch their breath.
With compassion fatigue, exhaustion is the feeling that an individual has “nothing more
to give.” It results from an individual’s continual giving of self and presents when an
individual’s biological, psychological, and social resources have been depleted (Figley, 1995);
even after attempts to replenish have occurred. With compassion fatigue, the feeling of
exhaustion is draining and leaves the individual with a sense of emptiness. There is a desire to
rest but the individual does not feel a sense of recharge or energy after doing so; such as a battery
that does not hold a charge no matter how long it is left on a charger.
Ineffective Coping. Ineffective coping is a critical attribute of compassion fatigue and
occurs when an individual is unable to cope despite the coping mechanisms utilized. The ability
to cope is essential for nurses. When coping is ineffective, nurses no longer have the tools
needed to manage the stress and exhaustion of providing patient care, which leaves them with an
inability to restore themselves from a depleted state. Rebounding from this state of depletion is
difficult because nurses with compassion fatigue are often attempting to cope using approaches
that have previously been successful for them. For this reason, multiple approaches such as selfcare practices, renewal strategies, and colleague support are often needed to help nurses
overcome compassion fatigue states (Potter et al., 2013a; Potter et al., 2013b).
Lack of Empathy. A lack of empathy is an additional critical attribute of compassion
fatigue. Lynch and Lobo (2012) argued that a loss of empathy occurs as part of a shift in which
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one is attempting to manage the stress of caregiving. During this shift, nurses lose their ability to
empathize; their sensitivity to the patient’s needs is lost and they do not understand or place
themselves within the context of the patient’s feelings, thoughts, and perspectives (Lynch &
Lobo, 2012). As a result, they experience compassion fatigue because patient experiences are no
longer relatable (Lynch & Lobo, 2012).
Antecedents
Antecedents are events or incidents that take place before individuals experience an
associated concept (Walker & Avant, 2011). They are important to the understanding of a
concept because they clarify critical attributes by framing the context in which a concept is
experienced (Walker & Avant, 2011). Antecedents of burnout and compassion fatigue are based
on factors from the workplace and patient experiences.
With burnout, antecedents are workplace driven (Harris & Griffin, 2015). Typically, a
nurse in a state of burnout is dissatisfied with some condition of the workplace which they have
failed to influence or change (Ahola, Toppinen-Tanner, & Seppänen, 2017; Guveli et al., 2015).
This may include a lack of organizational or managerial support, high workloads, role conflicts,
and perceived unfairness in the workplace (Ahola et al., 2017; Guveli et al., 2015). As nurses
fail at influencing these stressors, they experience increased feelings of anxiety, depression,
frustration, and exhaustion. Over time, these factors cause nurses to experience breaks in their
persistence. Although high-stakes environments are stressful, persistence is necessary for the
nurse’s success as it provides momentum; or the push that keeps nurses going despite how they
feel (Jenkins & Warren, 2012). When nurses have a break in their persistence, they feel the need
to be recharged or to seek a period of rest and thus experience burnout.
The antecedents of compassion fatigue are patient-centered. Typically, a nurse with
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compassion fatigue has experienced repeated exposure to direct observation of patient’s fear,
pain, and suffering during which time they have developed an intimate nurse–patient relationship
(Boyle, 2011; Lee et al., 2012). This causes the nurse to experience a large degree of emotional
trauma (Jenkins & Warren, 2012) that leads to stress (secondary traumatic stress).
Interestingly, burnout is also an antecedent of compassion fatigue. Although burnout is
relieved with periods of rest, over time there is a tendency to physically and emotionally deplete
nurses’ coping reserves when instances of burnout are continuously experienced. An indication
of this is when nurses begin to demonstrate neurotic behavior (You, Huang, Wang, & Bao,
2015). Neurotic behavior includes being overly emotional, anxious, hypersensitive, worried,
moody, or depressed (You et al., 2015). These traits contribute to passive coping strategies, with
individuals coping away from a stressor instead of toward the stressor (You et al., 2015). When
individuals cope passively, they experience less efficiency and accomplishment, which leads to
their lack of energy to directly confront stressors head on (You et al., 2015). When this happens,
compassion fatigue results.
Consequences
Consequences are outcomes that occur as a result of a concept being experienced (Walker
& Avant, 2011). Although there are similarities in the consequences of burnout and compassion
fatigue, there are also some noted differences. With compassion fatigue, the consequences are
the result of unresolved elements of burnout that present with greater intensity. The effects on
the occupational health and well-being of nurses provides a good illustration. Nurses with
burnout experienced depression, insomnia, and decreased libido, which contributed to tiredness
and lack of energy (Guveli et al., 2015; Lee et al., 2016). Likewise, nurses with compassion
fatigue experienced physical and mental fatigue, but often to the degree of weight gain/loss
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(Jenkins & Warren, 2012; Perry, Toffner, Merrick, & Dalton, 2011). Nurses with burnout also
developed negative outlooks, mostly toward work situations, that decreased interpersonal
communication and led to challenges with maintaining positive relationships with others (Guveli
et al., 2015). The same effect is also seen with compassion fatigue, but challenges with
communication extended into relationships in one’s personal life and included emotional
breakdowns (Jenkins & Warren, 2012; Perry et al., 2011).
Both burnout and compassion fatigue result in workplace imbalances (Perry et al., 2011;
Potter et al., 2013b). Turnover rates in high-stakes environments are among the most notable
(Rushton et al., 2015). Turnover results when nurses began to seek other work opportunities to
eliminate the stress of the workplace. As turnover rates increase, the stress in the workplace
intensifies as nurses begin to adjust to staffing shortages, which subsequently adds to the
experience of burnout. Turnover also contributes to low job satisfaction, which with compassion
fatigue, was a driving cause for a nurse’s consideration of leaving the profession (Perry et al.,
2011; Potter et al., 2013b).
Depersonalization is another consequence of both burnout and compassion fatigue.
Depersonalization occurs when nurses lack human feelings or emotions in how they provide
care, which results in substandard care (Jenkins & Warren, 2012). With burnout,
depersonalization often presents as a coping mechanism used to manage exhaustion (Lee et al.,
2016) and is not from a standpoint of lacking empathy for the patient. Nurses with
depersonalization due to burnout often become “robotic” and focus on moving from task to task,
or patient to patient, to “hurry up and finish.” With compassion fatigue, the severity of
depersonalization is to the degree that nurses view patients as “objects” (Lee et al., 2016). An
example of this would be when the patient goes from being referred to as “Ms. Johnson” to “the
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patient in room 501.”
The ultimate consequence of burnout and compassion fatigue is poor patient outcomes.
When nurses were experiencing burnout and compassion fatigue, patients experienced decreased
quality of care (Guveli et al., 2015; McHugh, Kutney-Lee, Cimiotti, Sloane, & Aiken, 2011), as
they were more prone to adverse events from nursing errors (Jenkins & Warren, 2012; Ledoux,
2015; Perry et al., 2011; Rushton et al., 2015). McHugh et al. (2011) argued that burnout rates
among nurses in hospitals contributed to the decline in recommendations of the same facility by
patients to their friends and family, as assessed through the Hospital Consumer Assessment of
Healthcare Providers and Systems (HCAHPS). This finding suggests that patients can sense the
stress of the working environment through the care received. As patients tend to rely on nurses
to alleviate the stress of their disease (Boyle, 2011; Lee et al., 2012), these feelings may
inadvertently cause patients to question if their care is ideal and in turn result in additional
patient stress. Additionally, patient dissatisfaction with care can influence the Medicare and
Medicaid reimbursements hospitals receive if patients continuously return negative HCAHPS
scores (Hinderer et al., 2014). Therefore, it is in the best interest of hospitals to address both
burnout and compassion fatigue in nurse to prevent potential financial and other losses.
Empirical Referents
Walker and Avant (2011) noted empirical referents as ways in which a concept can be
measured. Empirical referents are summarized in Table 4 for both concepts.
Burnout. The Oldenburg Burnout Inventory, Rescue Worker Burnout Questionnaire,
and Copenhagen Burnout Inventory are some of the instruments which have been utilized to
measure burnout. However, it is the Maslach Burnout Inventory (MBI) that is the most
commonly used tool across disciplines (Guveli et al., 2015; Lee et al., 2016; Rushton et al.,
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2015). The MBI is a 22-item assessment that uses a 7-point Likert scale to assess burnout
through three subscales: emotional exhaustion, depersonalization, and personal accomplishment.
It has demonstrated validity and reliability (Maslach et al., 1996). The higher an individual’s
score on the MBI, the greater the degree of burnout (Maslach et al., 1996). On average, medical
professionals have normative subscales scores of approximately 22 for emotional exhaustion
(range = 0–54), seven for depersonalization (range = 0–30), and 37 for personal accomplishment
(range = 0–48; Rushton et al., 2015).
Compassion Fatigue. A major problem with tools used to assess compassion fatigue is
the limitation of addressing multiple variables associated with the phenomenon (Sabery et al.,
2017). For instance, several instruments such as the MBI, Oldenburg Burnout Inventory,
Copenhagen Burnout Inventory, Impact of Event Scale, Connor–Davis Resilience Scale, and
Ways of Coping Questionnaire have been used in compassion fatigue research although they
only measure a single aspect of compassion fatigue; mainly burnout or stress (Cieslak et al.,
2014; Potter et al., 2013b). Interventions that collectively targeted multiple compassion fatigue
variables were found most effective in reducing compassion fatigue in nurses (Cocker & Joss,
2016; Houck, 2014; Potter et al., 2013a; Potter et al., 2013b; Sorenson et al., 2016; Weidlich &
Ugarriza, 2015).
The Professional Quality of Life Scale (ProQOL; Stamm, 2010) is one instrument that
evaluates multiple compassion fatigue variables: increased burnout, secondary traumatic stress,
and reduced compassion satisfaction. However, these variables are independent subscales and
are not totaled to formulate a compassion fatigue composite score (Stamm, 2010). This creates a
limitation in utilizing this tool for research. An alternative instrument, The Nurses’ Compassion
Fatigue Inventory (NCFI; Sabery et al., 2017), offers a more robust assessment of compassion
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fatigue. The NCFI is a 35-item assessment that uses a five-point Likert scale ranging from one
(never) to five (always). All 35 items are added together to form a composite compassion
fatigue score, which can range from 35 to 175. The higher the composite compassion fatigue
score, the more severe an individual’s level of compassion fatigue (Sabery et al., 2017). Sabery
et al. (2017) further break scores down by three classifications: low (scores ranging from 35 to
81.6), moderate (scores ranging from 81.6 to 128.2) to high (128.2–175). The Cronbach’s alpha
for the instrument is 𝛼 =.94. The tool was validated by Sabery et al. (2017) through exploratory
factor analysis and revealed a six-factor model that explained 66.24% of the total variance of
compassion fatigue. These six factors included limited personal capabilities, caring infirmity,
psychosomatic disorders, emotional fatigue, social isolation, and incompetence in self and family
management. For these reasons, the NCFI empiric referent would be essential to any initiative or
study focused on influencing compassion fatigue outcomes.
Table 2.4 Empirical Referents of Burnout and Compassion Fatigue
Instrument

Concept(s)
Measured

Definition of Burnout
and/or Compassion
Fatigue

Subscales

MBI Versions:
• MBI-Human
Services Survey
• MBI-Human
Services Survey
for Medical
Personnel
• MBI-Educators
Survey
• MBI-General
Survey
• MBI-General
Survey for
Students

Burnout

Burnout is a syndrome
that includes emotional
exhaustion,
depersonalization, and a
lack of personal
accomplishments
(Maslach & Jackson,
1981; Maslach, Jackson,
& Leiter, 1996).

Subscales for the Human
Services Survey, Human
Services Survey for Medical
Personnel, and Educator
Survey versions:
• Emotional exhaustion
• Depersonalization
• Personal accomplishment
Subscales for the General
Survey and General Survey
for Students versions:
• Exhaustion
• Cynicism
• Professional efficacy
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Table 2.4 (Continued)
Instrument
Concept(s)
Measured

Definition of Burnout
and/or Compassion
Fatigue

Subscales

Oldenburg Burnout
Inventory

Burnout

Burnout is exhaustion and
an individual’s level of
disengagement from work
(Demerouti, Bakker,
Vardakou, & Kantas,
2003).

• Exhaustion
• Disengagement

Copenhagen
Burnout Inventory

Burnout

Burnout is physical and
psychological fatigue and
exhaustion (Kristensen,
Borritz, Villadsen, &
Christensen, 2005).

• Personal burnout
• Work-related burnout
• Client-related burnout

Professional Quality
of Life Scale
(ProQOL)

Compassion
Satisfaction

Burnout is the associated
feelings of hopelessness
and difficulties in dealing
with work or in doing
one’s job effectively
(Stamm, 2010).

• Burnout
• Secondary traumatic stress
• Compassion satisfaction

Compassion
Fatigue
(determined from
burnout and
secondary
traumatic stress)

Nurses’ Compassion
Fatigue Inventory

Compassion
Fatigue

Compassion fatigue is the
negative aspect of helping
those who experience
traumatic stress and
suffering and can include
elements of burnout and
secondary traumatic stress
(Stamm, 2010).
Compassion fatigue is
an occupational hazard
of clinical practice that
places a caregiver in a
state of extreme fatigue
and undermines their
ability and desire to
tolerate the agony of
others (Sabery,
Tafreshi, Hosseini,
Mohtashami, & Ebadi,
2017).
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• Limited personal
capabilities
• Caring infirmity
• Psychosomatic disorders
• Emotional fatigue
• Social isolation
• Incompetence in self and
family management

Table 2.4 (Continued)
Instrument
Concept(s)
Measured

Definition of Burnout
and/or Compassion
Fatigue

Subscales

Impact of Event
Scale

Distress for any
Burnout and/or
specific life event Compassion Fatigue not
assessed

• Avoidance
• Intrusions

Impact of Event
Scale – Revised

Distress for any
Burnout and/or
specific life event Compassion Fatigue not
assessed

• Avoidance
• Intrusions
• Hyperarousal

Connor-Davis
Resilience Scale

Resilience

Burnout and/or
Compassion Fatigue not
assessed

No subscales

Ways of Coping
Questionnaire

Coping processes

Burnout and/or
Compassion Fatigue not
assessed

• Confrontive coping
• Distancing
• Self-controlling
• Seeking social support
• Accepting responsibility
• Escape-avoidance
• Planful problem solving
• Positive reappraisal

Note. MBI = Maslach Burnout Inventory; ProQOL = Professional Quality of Life Scale.

Synthesized Definition
After careful analysis, consideration of literary findings, and with respect to all
multidisciplinary aspects, synthesized definitions of both burnout and compassion fatigue are
derived to support an understanding among nurses caring for patients in high-stakes
environments. Burnout is the experience of physical or mental exhaustion nurses feel from
prolonged workplace stress for which coping helps to resolve. Compassion fatigue is the
experience of physical or mental exhaustion that arises from patient care in which the nurse is
left drained, without empathy, and unable to effectively cope.
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Constructed Cases
Burnout
Model Case. Nurse A works on an inpatient oncology unit. Her unit includes a
mixture of patients such as chemotherapy admissions, postoperative patients, and patients
experiencing treatment/disease-related complications. On average, Nurse A has five patients
each shift.
Over the last 6 months, the hospital administration decided to designate Nurse A’s
unit as an overflow area for patients from two other units. Many nurses, including Nurse A, are
not happy about this change. Several of the nurses resigned which has now left the unit
understaffed. Due to her skill set and expertise, Nurse A is assigned to take on a sixth patient
during some shifts, as well as help precept new staff as they are hired.
As time has passed, Nurse A feels continuously tired at the end of her shift
(exhaustion). She moves continuously from the time she clocks in till the time she clocks out.
Many shifts she skips her lunch break just to ensure she can leave work on time. Knowing that
her shifts are intense (stressful), Nurse A sleeps in longer on her days off and goes to the spa for
a massage. Although this recharges her to start her next shift, she mentally anticipates the tired
feeling she will experience when she goes back to work. However, she knows her patients need
her. She goes back to work ready to give them her best effort.
Contrary Case. Nurse B works on the same inpatient oncology unit as Nurse A.
She also has been asked to take on an extra patient and precept new staff. She also leaves the
hospital at the end of each shift feeling tired (fatigue); but as if she has had a good workout at the
gym. She feels her shifts are intense (busy), but to the degree where she feels continuously
occupied but not rushed or pressured. She is consistently able to take her lunch and break
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periods and uses this time to relax and regroup. She prepares for her shifts by getting adequate
rest on her days off and returns to work restored and ready to make a difference with her next
group of patients.
Compassion Fatigue
Model Case. Nurse C works on an inpatient oncology unit where oncology patients
are routinely admitted for chemotherapy and treatment associated complications. As a result,
Nurse C sees patients throughout their treatment and has a rapport with many. While delivering
care, she frequently engages with patients as they express their care experiences including fear of
death, pain, nausea, and other side effects of treatment.
Over the last few weeks, Nurse C has left the hospital after her shift with feelings
that she is stretched thin both mentally and physically (exhaustion). She has lost several close
patients throughout her last few shifts. She constantly worries (stress) about how their loved
ones are doing. She frequently has thoughts of “what is it now” when call lights go off. She has
lost her ability to connect with patients. She provides patient care “on the surface,” handling
only those concerns that cannot wait till the next shift. She neglects the emotional needs of her
patients (lack of empathy), often leaving out of the room in a hurry when patients attempt to
confide in her because she does not want to hear another sad story. She has attempted to
meditate to relieve her stress but finds this only results in her staring into space and becoming
increasingly frustrated (ineffective coping).
Contrary Case. Nurse D works on the same oncology unit as Nurse C. Over the
last few weeks, she too has left the hospital at the end of her shift feeling “stretched thin”
(exhaustion). She spends her shift addressing the emotional concerns of her patients, including
sitting with the family of a patient that died mid-shift (empathy). To alleviate the stress of the
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day, she meditates over a warm bubble bath when she gets home and finds meaning in the care
she delivered (effective coping). She wakes up the next morning feeling recharged and ready to
take on the next group of patients.
Discussion
Caring for patients in high-stakes environments can be difficult for nurses who are
experiencing burnout or compassion fatigue. The ability to recognize both concepts is pivotal in
helping nurses to establish strategies that help them cope and achieve optimal occupational
health. This concept analysis has discussed several distinctions between the two concepts that
can be used in this regard. Perhaps the most significant is the identification of burnout as an
antecedent of compassion fatigue. This aspect is important because burnout was found to be
modifiable through periods of rest, changes in environment, or behavior, giving it the potential to
be resolved with the removal of stressors. In addition, burnout is often a result of conflicts
between employer–employee relationships and not conflicts in the nurse–patient relationship
(Harris & Griffin, 2015; Ledoux, 2015). Therefore, if one could address and manage burnout
appropriately, it could reduce the chance that a nurse develops compassion fatigue and result in
better occupational health.
There are also several elements of burnout and compassion fatigue that overlap.
This concept analysis has noted that in the areas of overlap, the severity differs. For instance,
stress and exhaustion are critical attributes of both concepts. However, with burnout, stress and
exhaustion result in the nurse being in a tired state; with compassion fatigue, the result is that a
nurse is in a drained state. As the intensity of stress and exhaustion experienced in the workplace
could be a contributor to both concepts, research should focus on interventions that help nurses
manage their stress (Ahola et al., 2017; Lee et al., 2016). Effectively coping with workplace
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stress has the potential to influence workplace sustainability; positively impacting both burnout
and compassion fatigue through a reduction in turnover rates and improved job satisfaction. As
one’s satisfaction helps to determine their outlook toward the stress experienced in high-stakes
environments, understanding this phenomenon will help to identify specific strategies nurses
need to overcome burnout. It will also help to bring an understanding of how burnout develops
into the associated concept of compassion fatigue.
Caring for high-stakes patients involves a large degree of empathy because of the
potential life-threatening outcomes these patients are at risk of experiencing. This analysis
identified a lack of empathy as one of the differences between compassion fatigue and burnout.
Yet, a deeper understanding of empathy is needed concerning what influences nurses to lose this
ability among high-stakes patients. Studies using qualitative methods could help to provide this
understanding.
Conclusion
This concept analysis has conceptually differentiated between the concepts of
burnout and compassion fatigue in the context of high-stakes environments and discussed their
relevance as two distinct concepts in nursing practice. From this analysis, nurses can identify
burnout and compassion fatigue in both themselves and their colleagues, as well as develop
appropriate interventions to support their coping efforts. Understanding burnout and compassion
fatigue are key in helping nurses to achieve optimal occupational health. Thus, the definitions of
burnout and compassion fatigue in this analysis serve to enhance conceptual understanding,
reasoning, and encourage communication among nursing staff caring for patients in high-stakes
environments.
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Chapter Three: The Role of Empowerment in Oncology Nursing
Abstract
The many challenges of providing cancer care make the job of the oncology nurse complex.
These nurses experience many adverse workplace outcomes for which empowerment could be
beneficial in addressing. This article examines current literature to determine how empowerment
is defined and developed in the context of oncology nursing. Gaps in the literature are discussed
to identify areas for needed research in further exploring empowerment in oncology nurses.
Keywords: structural empowerment; psychological empowerment; oncology nursing
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The Role of Empowerment in Oncology Nursing
Cancer is challenging for patients and the nurses that care for them. Oncology nurses
interface with patients and their family members more than any other member of the healthcare
team. These patients and their families often feel a stronger and less hierarchical connection
with the oncology nurse and thus rely on the nurse to answer questions, coordinate care, and
advocate for them during the care of myriad physical and psychosocial needs. Moreover, cancer
patients will share the most intimate details of their cancer journey such as the nervousness felt
from the first course of chemotherapy treatment, the sensitivity of adjusting to changes in body
image, and the emotional burden of learning that a treatment is no longer working with one
person, the oncology nurse.
Despite the value they bring to patient care, oncology nurses are severely stressed (Özbas
& Tel, 2016); lack job satisfaction; and report high levels of burnout, turnover, and compassion
fatigue (Al-Majid, Carlson, Kiyohara, Faith, & Rakovski, 2018; Özbas & Tel, 2016; Potter,
Deshields, & Rodriguez, 2013a; Potter et al., 2013b). Organizations need to give more attention
to strategies that reduce the burden of these experiences (Kelly, Baker, & Horton, 2017; WellsEnglish, Giese, & Prince, 2019). Nurse empowerment is a strategy with promise. Thus, the
purpose of this paper is to examine the literature regarding empowerment, specifically among
oncology nurses. Through this review, the author seeks to bring better understanding to the
following questions:
1. How is nurse empowerment defined?
2. How is empowerment developed?
3. What research is needed to support nurse empowerment particularly amongst oncology
nurses?
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Method
Literature was searched using the keywords empowerment, nurse empowerment,
oncology nurse, and nurse. The search was limited to the English language and the years 1977
through 2019. Abstract of articles yielded from combined searches were reviewed for relevance
to the proposed research questions. Articles related to patient empowerment were excluded.
Findings
Defining the Empowered Nurse
There is great complexity with defining empowerment in literature (Lewis & Urmston,
2000; Rega, Diano, Damiani, De Vito, Galletti, & Talucci, 2017; Udod & Racine, 2017). Much
of this complexity is because the term is multidimensional and includes a variety of contexts
(Lewis & Urmston, 2000; Udod & Racine, 2017). Likewise, the concept has continued to evolve
across various disciplines (Bartunek & Spreitzer, 2006; Rao, 2012). For instance, in the late
twentieth (20th) century alone, Bartunek and Spreitzer (2006) identified seventeen (17)
interdisciplinary meanings of empowerment in literature. These definitions were largely
summarized as sharing power, fostering human welfare, and encouraging productivity (Bartunek
& Spreitzer, 2006).
To date, few studies in literature have focused on defining the empowered nurse (Rao,
2012; Woodard, 2019). In current nursing literature, most studies on empowerment have
focused either on managerial practices or on patient-empowerment (Rao, 2012). To the author’s
knowledge, no study has specifically addressed defining the empowered nurse from the
prospective of those working in oncology. Table 1 summarizes the few definitions available in
literature concerning the empowered nurse. From this table, it is evident that the empowered

45

nurse has a sense of autonomy, influence, and engagement (Rao, 2012; Rega et al., 2017;
Woodard, 2019).
Table 3.1 Definitions Associated with the Empowered Nurse
Term

Definition

Empowerment

“A state in which an individual nurse has assumed control over his or
her practice, enabling him or her to fulfill professional nursing
responsibilities within an organization successfully” (Rao, 2012).

Empowerment

A form of leadership through which others are enabled to act by
sharing power to achieve common goals. Empowerment enables
individuals to become more aware of the organization and gain control
of their lives (Udod, 2012; Udod & Racine, 2017).

Empowerment

“Creating those conditions that would allow people to express their
value as individuals and realize their own potential and as helping them
grow professionally” (Rega et al., 2017).

Studies in literature identify that nurses with empowerment find the workplace to be safe,
trusting, and supportive (Rao, 2012; Rega et al., 2017; Sheffield, 2012). Because of the
conduciveness this type of setting brings, empowered nurses are more likely to take risks, or
embrace challenges (Rao, 2012). They work within their scope of practice to problem solve and
seek outcomes beyond established professional norms, leading to new ideas and discoveries
(Rao, 2012). In addition, empowered nurses feel the workplace gives them motivation to act
(Rao, 2012; Woodard, 2019). As a result, they look for opportunities to intervene and are more
aware of their patients’ needs (Rega et al., 2017). Empowered nurses also thrive in group
settings as their level of motivation often helps to engage other members of the healthcare team
(Rega et al., 2017). This quality is useful in helping peers to overcome their own challenges,
such as fear, while also helping to establish trusting relationships with colleagues (Rega et al.,
2017). In the end, these actions lead to patients having better outcomes and improved quality of
care (Ning, Zhong, Libo, & Qiujie, 2009; Rega et al., 2017; Udod & Racine, 2017).
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The occupational health and well-being of the empowered nurse is strong. Nurses with
empowerment have reported increases in job satisfaction and less burnout (Ning et al., 2009;
Rega et al., 2017, Woodward, 2019). They are also less likely to leave their current position and
the profession (Zurmehly, Martin, & Fitzpatrick, 2009). Additionally, empowered nurses feel a
strong sense of connectedness to their work (Woodward, 2019), and with increasing perceptions
of their autonomy, are more likely to have strong organizational commitment (Asiri, Rohrer, AlSurimi, Da’ar, & Ahmed, 2016).
Developing Empowerment
Literature demonstrates that nurses reach empowered states through both structural and
psychological empowerment. Laschinger, Finegan, Shamian, and Wilk (2001) argued that
organizations must first demonstrate structural empowerment before employees develop the
associated concept of psychological empowerment. This concept is theorized in the Expanded
Workplace Empowerment Model (Laschinger et al., 2001) shown in Figure 1. To enhance the
understanding of their roles in helping nurses to achieve empowerment, both structural and
psychological empowerment are explored independently in the following discussion.

Figure 3.1 Expanded Workplace Empowerment Model
(Laschinger, Finegan, Shamian, & Wilk, 2001)
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Structural Empowerment. Structural empowerment (SE) is how employers, or
organizations, have equipped employees to be successful in their work role through variables
such as access to opportunities, information, resources, and support (Kanter, 1977). These
variables are defined in Table 2.
Table 3.2 Structural Empowerment Variables
Variable

Conceptual Definition

Access to Opportunity

The availability of employees to move within an organization as
well as increase their skillset (Laschinger, 2012).

Access to Information

The knowledge employees must have to do their work
(Laschinger, 2012).

Access to Resources

How employees obtain the funding, time, and supplies needed to
perform their work (Laschinger, 2012).

Access to Support

How employees receive feedback on the work they perform
(Laschinger, 2012).

Much of the work on SE was done by Kanter (1977) who argued that employee’s
behaviors and attitudes were a determinate to performance and productivity. Kanter (1977)
suggested that balancing power within an organization led to empowered employees that where
more prepared to support the organization in reaching its goals. Two types of power were
discussed by Kanter (1977): formal and informal power. Formal power is the extent to which
employees can be flexible, adaptive, and creative in their work (Kanter, 1977). Informal power
is the structuring of the workplace to support employee networking and communication of
information throughout the organization (Kanter, 1977).
At the most basic level, organizations can facilitate SE by providing resources that allow
nurses to function easily in their roles. This would include having the appropriate equipment for
patient care, providing training on organizational practices, and ensuring communication
channels that keep employees informed of changes within the organization. From a leadership
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perspective, having an organizational culture where managers embrace transformational
leadership can also be a useful SE strategy as it has strong associations to the associated concept
of psychological empowerment (Asiri et al., 2016; Liu, Liu, Yang, & Wu, 2019). Workplaces
with transformational leaders have employees who have increased commitment to the
organization and greater job satisfaction (Asiri et al., 2016; Liu et al., 2019). They are also
known to have employees that have less incidences of burnout (Liu et al., 2019).
Transformational leaders are viewed as role models in the workplace. Employees view these
leaders as “in the trenches” with them. These leaders inspire employees to be innovative and
creative by delegating their powers and by allowing employees to be involved in decision
making, thus giving employees a voice and sense of purpose (Asiri et al., 2016). During times of
challenge, transformational leaders encourage employees to explore new methods and ways of
thinking, which causes employees to grow (Asiri et al., 2016). As a result, transformational
leaders are more likely to be successful in empowering others to achieve organizational goals
(Asiri et al., 2016).
Like transformational leadership, shared governance structures are a way organization
can facilitate SE (Woodward, 2019). Shared governance is the ability of employees at various
levels within the organization to participate in decision-making. In nursing, this largely includes
participation on committees or councils; whether to address broad unit-based needs such as
staffing or more complex institutional needs such as review of nursing policies and practices
(Van Bogaert et al., 2016). Like shared governance, Magnet accreditation by institutions is
another way in which SE has been demonstrated in nursing (Rao, 2012). This accreditation is
sponsored by the American Nurses Credentialing Center (ANCC) and was developed out of the
need to address the increasing number of nurses leaving the profession (Rao, 2012). Hospitals
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with Magnet accreditation have demonstrated the ability to meet excellence in nursing care and
are more favorable to the occupational needs of nurses (Rao, 2012). These organizations
embrace many of Kanter’s (1977) SE concepts such as having adequate and balanced staffing of
nursing units, flat organization structures, supportive nursing leadership, and management
approaches that encompass shared governance (Rao, 2012; Van Bogaert et al., 2016).
Psychological Empowerment. Psychological empowerment (PE) is an intrinsic
motivation factor that examines how individuals view their job through four dimensions:
meaning, competence, self-determination, and impact. The definitions for these dimensions are
discussed in Table 3.
Table 3.3 Dimensions of Psychological Empowerment
Variable

Conceptual Definition

Meaning

The significance found in work as assessed through an individual’s
own beliefs and standards (Spreitzer, 1995).

Competence

The mastery of behavior that occurs when individuals possess the
necessarily capabilities and skillset to perform work (Spreitzer, 1995).

Self-determination

The drive employees have to initiate and continue work efforts
(Spreitzer, 1995).

Impact

The level of magnitude employees have in shaping the strategic,
administrative, or operational outcomes of work (Spreitzer, 1995).

Psychological empowerment is internally driven within an individual and is achieved as a
consequence of SE (Laschinger et al., 2001). Because PE is perception driven, regardless of how
organizations move to establish SE, employees must feel that they have been positively impacted
by these efforts (Özbas & Tel, 2016). Thus, organizations should target multiple needs of
employees through there SE approaches to ensure that employees become psychologically
empowered.
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Psychological empowerment helps employees appraise the value of their work (Spretizer,
1995). This appraisal for work is important as it contributes to employees’ feelings of
motivation, innovativeness, behaviors and attitudes (Spreitzer, 1995). Psychological
empowerment is also important because it gives employees a sense of fulfillment towards the
work they have done, leading to feelings of increased job satisfaction (Asiri et al., 2016; Li et al.,
2018). With increases in job satisfaction, employees are more likely to stay in their positions
longer, leading to less turnover in the workforce.
Few studies in nursing have examined ways to facilitate PE in nurses. In oncology
nurses, there is one interventional study noted in literature that explored PE through a
psychodrama program (Özbas & Tel, 2016). Psychodrama involves the use of acting to promote
self-recognition (Özbas & Tel, 2016). In this study, those in the interventional group
participated in a ten-week psychodrama program consisting of two-hour sessions. The sessions
were conducted in a group format by a trained psychodramist who presented scenarios from a
variety of perspectives to help participants increase self-recognition, problem solve, and
implement conflict-resolution (Özbas & Tel, 2016). Post-intervention, PE was noted to be
higher in the intervention group with lower rates of burnout in comparison to the control group
(Özbas & Tel, 2016).
Discussion
The literature concerning empowerment in nursing reveals several gaps. The first is that
empowerment has been vaguely studied in the context of oncology nursing. Oncology nursing
has several distinct characteristics that make empowerment essential. Compared to other
diseases, cancer care is multifaced and includes many idiosyncrasies that can be puzzling and
frustrating. Treatments given to treat cancer further adds to this complexity as many have side
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effects that are highly aggressive. This causes oncology patients to have many physical and
psychosocial needs that require nurses to use intensive problem solving, frequent multitasking,
critical thinking abilities, and complex multidisciplinary efforts (Al-Majid et al., 2018; Giarelli,
Denigris, Fisher, Maley, & Nolan, 2016). Despite the need for adequate support to complete
these tasks, oncology nurses have reported inadequacies in this support; with close to half
identifying it as a barrier to the management of workplace stress (Wahlberg, Nirenberg, &
Capezuti, 2016), suggesting that oncology nurses need SE and PE. Although Özbas & Tel
(2016) measured SE and PE in their study, it is difficult to determine what these levels may be
amongst the general oncology nursing population as the study was done at two hospitals in
Turkey. As the variable of SE is a measure of organizational efforts, conclusions are highly
limited to the two hospitals represented in the study. A study that examines SE and PE from a
multicenter or national prospective would be more informative in determining the current state of
SE and PE in the general oncology nursing population.
The literature demonstrated positive correlations between empowerment, burnout, and
job satisfaction. Nurses with empowerment are likely to have a sense of balance in their delivery
of care that allows them to feel supported, motivated, driven and productive (Rega et al., 2017;
Zurmehly et al., 2009). As a result, they are more likely to find work engaging and be more
committed to their work despite the challenges faced. Although it is known that the work
environment is more favorable when nurses have less burnout and more job satisfaction,
oncology nurses have other workplace stressors that need to be explored in relationship to this
variable. The variable of compassion fatigue, a feeling of biological, psychological, and social
exhaustion caused from prolonged exposure to compassionate stress (Figley, 1995), would be
one of them. As compassion fatigue is estimated to be high in oncology nurses (Potter et al.,

52

2013b), and likewise has associations with burnout and poor job satisfaction, it would be worth
exploring this variable in relationship to empowerment to determine if an additional correlation
exists.
The limited use of interventions is an additional gap found in literature; more specifically
in addressing the variable of PE. Psychological empowerment is significant for nurses to
achieve as it is an internal assessment of one’s work efforts. With the many challenges faced in
their work daily, oncology nurses need strategies to reach this state of empowerment more
rapidly as it could be a key ingredient to keeping them engaged in caregiving. However, several
elements are unknown from the literature concerning this variable such as which specific aspect
of PE is most impactful. Targeting the most impactful aspect could be a way to get oncology
nurses to this state quicker in any targeted intervention. It could also be useful in how strategies
for SE are carried out. Though the Özbas and Tel (2016) study demonstrated improvements in
PE, the technique of psychodrama may not be a strategy that has immediate feasibility in
implementing. This intervention required a trained psychodramatist and 10-weeks to carry out.
In addition, Özbas and Tel (2016) did not report the subscale scores for SE or PE in their study.
Thus, the effectiveness of each respective SE and PE variables remain unknown.
Conclusion
Empowerment could be impactful in the lives of oncology nurses. With the stressors
faced by oncology nurses in their daily practice, empowerment could be a necessary aspect in
helping nurses to remain engaged, focused, and motivated. Despite the potential benefits, this
review has shown that the availability of literature regarding empowerment in oncology nurses is
limited. Perhaps the greatest benefit to future research lies in examining the respective
components of SE and PE and examining the levels at which they exist in the current oncology
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population. Knowing which components of SE and PE that are most important to the oncology
nurse could also be of benefit. Having this information will be useful in developing
empowerment strategies that reach this population of nurses.
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Chapter Four: The Influence of Empowerment on the Development of Compassion Fatigue in
Oncology Nurses
Abstract
Background: Compassion fatigue is a common problem encountered by oncology nurses that
can result in low job satisfaction and greater intention to leave a job. Empowerment (structural
and psychological) could lead to better management of compassion fatigue and associated
consequences.
Purpose: To examine the presence and nature of relationships between empowerment,
compassion fatigue, job satisfaction, and intention to leave a job in oncology nurses.
Research questions: (1) What are the levels of structural empowerment, psychological
empowerment, and compassion fatigue in oncology nurses? (2) In oncology nurses, which of the
psychological empowerment dimensions (meaning, competence, self-determination, and impact)
are most significant in predicting compassion fatigue in oncology nurses after controlling for
structural empowerment? (3) After controlling for selected sociodemographic characteristics,
what are the associations among structural empowerment, psychological empowerment,
compassion fatigue, job satisfaction, and intent to leave their job in oncology nurses?
Methods: A correlational design is used to examine the research questions using a convenience
sample (n = 500) of oncology nurses. The conceptual framework is based on the Modified
Expanded Workplace Empowerment Model.
Analysis: Relationships amongst variables are analyzed using regression and structural equation
modeling.
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Results: Psychological empowerment was the strongest predictor of compassion fatigue in the
structural equation model. Structural empowerment was the strongest predictor of job
satisfaction. Job satisfaction demonstrated mediating effects on intention to leave job.
Significance: Together, structural and psychological empowerment may impact the more
deleterious effects of compassion fatigue in oncology nurses.
Keywords: structural empowerment, psychological empowerment, compassion fatigue,
oncology nurse
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The Influence of Empowerment on the Development of Compassion Fatigue in Oncology Nurses
Empowerment in the workplace is both structural and psychological. Structural
empowerment (SE) refers to how employers have conditioned the workplace, through such
means as access to opportunities, information, resources, and support to help employees
accomplish organizational goals. Psychological empowerment (PE) is an intrinsic motivation
factor that examines how individuals view their job through four elements: meaning,
competence, self-determination, and impact (Spreitzer, 1995). Empowerment is essential to the
workplace. Individuals with empowerment value their work, complete it with a sense of
autonomy, and are confident in their ability to influence workplace outcomes (Spreitzer, 1995).
In oncology nurses, empowerment is needed because of the issue of compassion fatigue (CF) in
this population. Compassion fatigue is the feeling of biological, psychological, and social
exhaustion caused from prolonged exposure to stressful situations in which one must
demonstrate compassion (Figley, 1995). It is estimated to occur in 39% of nurses (Potter et al.,
2013b) and includes several multidimensional components such as burnout, secondary traumatic
stress, ineffective coping, and fluctuations in empathic ability (Figley, 2002; Sabery, Tafreshi,
Hosseini, Mohtashami, & Ebadi, 2017; Wynn, 2020).
Oncology nurses with CF are likely not to be optimistic about their work. For instance,
44% of oncology nurses experienced burnout (Potter et al., 2010) and had a higher turnover rate
(31%) compared to nurses (13%) in other specialties (Achenbach, 2010). Nurses with CF also
experienced physical and mental fatigue, challenges with personal relationships, weight gain/loss,
and emotional breakdowns (Jerkins & Warren, 2012; Perry et al., 2011). Additionally, they had
higher call in rates and were more prone to making errors in care delivery, which negatively
affected the quality of patient care (Jerkins & Warren, 2012; Ledoux, 2015; Perry et al., 2011).
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Poor job satisfaction and the intention to leave a job are the ultimate consequences of CF
(Perry, Merrick, & Dalton, 2011; Potter, Deshields, & Rodriguez, 2013a; Wu, Singh-Carlson,
Odell, Reynolds, & Su, 2016). Given the current state of the nursing shortage in the United States,
healthcare organizations need to take action on the issue of CF to retain current and future nurses
in the workforce. An estimated 1.05 million nurses will be needed to fill current vacancies in the
United States by the year 2022 (Bureau of Labor Statistics, 2013), and will cost on average $37,700
to $58,400 per nurse to train (National Solutions Inc. [NSI], 2016). It is estimated that this will
cost healthcare organizations a loss of about $5.2 - 8.1 million (NSI, 2016).
Understanding variables such as empowerment could be valuable in helping nurses
manage CF states as empowerment has been associated with work environments that are
effective and innovative (Spreitzer, 1995). However, empowerment has been understudied in
nursing in relationship to CF. To date, Frey, Robinson, Wong, and Gott (2018) have the only
study in literature that is noted to have examined this relationship, but only the variable of PE
was studied with no measurement of SE. Other concerns with this study include measurement of
the CF variable, no analysis of PE subscales, and lack of diversity of the sample. As a result,
several aspects regarding the relationship of empowerment to CF remain unanswered;
specifically, how understanding of the relationships among SE, PE, and CF may be useful to
retain oncology nurses. Thus, the purpose of this study was to examine the presence and nature
of relationships among empowerment, compassion fatigue, job satisfaction, and intention to
leave a job in oncology nurses through the following research questions:
1. What are the levels of structural empowerment, psychological empowerment, and
compassion fatigue in oncology nurses?
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2. In oncology nurses, which of the psychological empowerment dimensions (meaning,
competence, self-determination, and impact) are most significant in predicting
compassion fatigue in oncology nurses after controlling for structural empowerment?
3. After controlling for selected sociodemographic characteristics, what are the
associations among structural empowerment, psychological empowerment,
compassion fatigue, job satisfaction, and intent to leave their position in oncology
nurses?
Theoretical Framework
The theoretical basis for this study is the Modified Expanded Workplace Empowerment
Model, which is mainly based on the work of Laschinger, Finegan, Shamian, and Wilk (2001)
with additional consideration from the works of Kanter (1977), Spreitzer (1995), and Figley
(2002). This model is depicted in Figure 1. Briefly, this model argues that structural
empowerment could impact psychological empowerment and further influence an individual’s
work behaviors and attitudes, such as compassion fatigue.

Figure 4.1 Modified Expanded Workplace Empowerment Model
(based on Laschinger et al., 2001)
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The variable of SE is how employees have access to opportunities, information, support,
and resources that can be used to achieve organizational goals (Kanter, 1977). Historically,
Kanter (1977) provided the conceptualization of SE as the way organizations distributed power
to drive employee performance. Structural empowerment is important because it gives
employees more access to opportunities that advance their skillset, proactiveness, and
innovativeness in addressing workplace problems (Kanter, 1977). These outcomes positively
impact employees by increasing their self-efficacy, motivation, organizational commitment,
autonomy, and job satisfaction while decreasing levels of burnout and occupational stress
(Kanter, 1977). Additionally, these outcomes contribute to a workplace that promotes success,
respect, cooperation, and client satisfaction (Kanter, 1977).
Psychological empowerment is conceptualized as a consequence of how organizations
have established structural empowerment (Laschinger et al., 2001). Essentially, SE explains the
conditions that must exist in the workplace in order to ensure PE in employees (OrgambídezRamos & Borrego-Alés, 2014). Psychological empowerment is defined by four dimensions:
meaning, competence, self-determination, and impact. Meaning occurs when employees can
identity value and purpose in their work (Spreitzer, 1995). Competence refers to the capabilities
of employees to confidently perform work duties successfully (Spreitzer, 1995). Selfdetermination is the sense of autonomy an employee has in influencing work behaviors,
processes, and decisions (Spreitzer, 1995). Impact is the sense of influence employees have for
their work, including the strategic, administrative, and operating outcomes (Spreitzer, 1995).
Compassion fatigue is conceptualized through the work of Figley (2002) in the modified
model for this study. Figley (2002), argued that CF is connected to both compassion and
empathic ability, which he rationalized as a series of processes. The first is that caregivers
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experience an empathetic response from interactions with clients that result in the caregiver
developing empathetic concern (Figley, 2002). During an empathetic response, the caregiver
seeks to reduce suffering by projecting themselves into the client’s prospective, which has the
potential to elicit similar feelings of the client in the caregiver such as hurt, fear, or anger (Figley,
2002). This leads to an individual experiencing residual compassionate stress, which is the
efforts of emotional energy exhausted from adjusting to an empathic response (Figley, 2002).
During this time, how the caregiver controls this stress is essential. If uncontrolled, the caregiver
can develop symptoms such as disengagement that can continue to the progression of CF. If
individuals cope effectively with this experience, they experience satisfaction and do not
experience CF. If satisfaction is not achieved, the caregiver experiences CF from prolonged
exposure to compassionate stress and unresolved traumatic memories (Figley, 2002).
Because the consequences of empowerment result in positive workplace behaviors and
attitudes that include job satisfaction, commitment to organization, organizational trust, and less
burnout (Laschinger et al., 2001), there could be an additional relationship between
empowerment and the variable of CF. Additionally, as decreased job satisfaction and intention
to leave an organization have been demonstrated as consequences of CF, it is likely that
empowerment (structural and psychological) could also impact these variables. Thus, these
variables have been selected for the modified theoretical model for this study.
Review of Literature
This literature review briefly discusses the concepts and related study variables in the
context of oncology nursing. Conceptual and operational definitions of concepts are outlined in
Table 1. Gaps in the literature will be evaluated to provide empirical support for this study.
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Table 4.1 Conceptual and Operational Definitions of Variables
Variable

Conceptual Definition

Operational Definition

Structural Empowerment

Employees’ level of access to Conditions for Work
opportunity, information,
Effectiveness Questionnaireresources, and support that can II.
be used to help obtain
organizational goals (Kanter,
1977)

Psychological Empowerment

Intrinsic motivation factor that
examines how individuals
view their job through four
elements: meaning,
competence, selfdetermination, and impact
(Spreitzer, 1995)

Psychological Empowerment
Scale

Sociodemographic
Characteristics

Age, gender, years of
oncology nursing experience,
and years of nursing
experience

Demographic questionnaire

Compassion Fatigue

An experience that leaves
nurses with limited personal
capabilities, caring infirmity,
psychosomatic disorders,
emotional fatigue, social
isolation, and incompetence in
self and family management
(Sabery et al., 2017)

Nurses’ Compassion Fatigue
Inventory

Job Satisfaction

The level of content or
discontent an individual has
for their job.

Nurse Job Satisfaction Index

Intent to Leave Job

A nurse’s intent to leave their
job within the next 12 months

Single item Intent to Leave
Job questionnaire

Social Support

The ability of an individual to
seek help or assistance from a
significant other, family or
friends (Zimet et al., 1988)

Multidimensional Scale of
Perceived Social Support
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Structural Empowerment
Structural empowerment has been used in organizations to balance the formal and
informal power in a specific structure (Kanter, 1977). Formal power is an employee’s ability to
be flexible, adaptive, and creative in their work. Through informal power, organizations are
structured to support networking of employees with social connections and information channels
such as communication with sponsors, peers, and other coworkers. Structural empowerment also
considers several factors: access to opportunity, information, resources, and support. Access to
opportunity is the availability of employees to move within an organization as well as increase
their skillset; access to information is the knowledge employees must have to do their work;
access to resources is how employees obtain funding, time, and supplies needed to perform their
work; and access to support is how employees receive feedback on the work they preform
(Laschinger, 2012).
Psychological Empowerment
Psychological empowerment has been heavily studied in business as a strategy to keep
employees engaged in the work that they perform. Most of the work concerning PE was done by
Spreitzer (1995), who rationalized that four antecedents helped individuals to achieve PE: one’s
locus of control, self-esteem, access to information, and rewards. All of these were found to be
significant in Spreitzer’s (1995) testing of PE except for locus of control which Spreitzer (1995)
argued was due to strong theoretical links between empowerment and locus of control and
limitations of the instrument used to evaluate this variable. However, there may be clinical
significance to locus of control. Individuals with good locus of control, particularly internal
locus of control, feel capable of shaping their work and view themselves as agents of change
which gives their work a sense of impact (Spreitzer, 1995). Individuals with good self-esteem
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felt that their personal talents and contributions were valued by an organization, which led them
to be active in their work (Spreitzer, 1995). These individuals felt competent and used their
talents to contribute to their work. Self-esteem also contributed to individuals being selfdetermined because they were confident in their ability to perform their work. Access to
information helped employees to establish a sense of meaning of their place within an
organization as well as make influential performance decisions that strengthened the
organization’s overall goals (Spreitzer, 1995). In addition, Spreitzer (1995) argued that access to
performance information reinforced one’s levels of competence and the belief that their work
was valuable to the organization. Through rewards, employees felt empowered to continue in
their work efforts, which helped to keep them motivated to perform their work (Spreitzer, 1995).
Rewards also helped to reinforce feelings of competence towards work as it validated work
efforts. In addition, rewards helped to drive self-determination and display the impact of
employees on the organization.
Spreitzer (1995) explained that psychological empowerment results in effectiveness and
innovation in the workplace, which are represented as positive workplace behaviors and attitudes
in the theoretical model for this study. Effectiveness is broadly determined by how one fulfills
or exceeds the expectations of their work role (Spreitzer, 1995). When individuals were
effective in their work, they were more focused, resilient, and more likely to both anticipate and
independently resolve problems successfully (Spreitzer, 1995; Thomas & Velthouse, 1990).
Moreover, individuals with innovative behavior are change oriented, creative, autonomous, and
feel less restrictions towards the challenges of their work and work environment (Spreitzer,
1995).
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Sociodemographic Characteristics
Conclusions made based on age and work experience in literature are conflicting. Some
studies have identified that CF rates increased with the more work experience a nurse gained
(Kelly, Runge, & Spencer, 2015; Wahlberg et al., 2016; Wu et al., 2016), but it is not clear how
this holds or does not hold true when age is considered. As many nurses enter the profession as a
second career, it is very possible for nurses to be older in age and have less nursing experience
than a younger peer. Despite this fact, Kelly et al. (2015) identified that hospitals commonly
associate burnout and loss of empathy, two critical attributes of CF, with older nurses because of
their presumed time in the profession, which may make them more likely to be stereotyped as
having CF.
On the other hand, many studies suggest that most nurses currently in the profession are
under the age of 40 (Anderson & Gustavson, 2016; Davis, Lind, & Sorensen, 2013; Duarte &
Pinto-Gouveia, 2017; Duarte, Pinto-Gouveia, & Cruz, 2016; Giarelli, Denigres, Fisher, Maley, &
Nolan, 2016; Ko & Kiser-Larson, 2016; Wahlberg, Nirenberg, & Capezuti, 2016; Yu, Jiang, &
Shen, 2016). This indicates that the number of millennials, those born between 1981 and 1996
(Dimock, 2019), is increasing in the nursing profession. Kelly et al. (2015) observed that CF
rates were increased in millennials compared to those in the baby boomer generation and
generation X (Kelly et al., 2015). However, Kelly et al. (2015) categorized millennials in their
study as those born between 1982 and 1994. Nevertheless, Wu et al. (2016) identified that
nurses who were younger in age (under the age of 40) were more at risk for CF because of high
levels of secondary traumatic stress, which was identified as being lower in older nurses (over
the age of 40). In a separate study evaluating nursing distress, of which CF was defined as a
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contributor, Wahlberg et al. (2016) also concluded that distress scores were lower in older nurses
(over the age of 40).
Literature supports that most oncology nurses, just as in other areas of the nursing
profession, are mostly female (Davis et al., 2013; Duarte & Pinto-Gouveia, 2017; Duarte et al.,
2016; Giarelli et al., 2016; Hevezi, 2015; Potter et al., 2013a; Potter et al., 2013b; Ko & KiserLarson, 2016; Wittenberg-Lyles, Goldsmith, & Reno, 2014; Wu et al., 2016; Yu et al., 2016).
Oncology nurses were also mostly found to be married (Duarte et al., 2016; Giarelli et al., 2016;
Ko & Kiser-Larson, 2016; Wu et al., 2016; Yu et al., 2016). This finding is in line with
expectations for a population under age 40 in which marriage and starting a family is a priority in
shaping one’s personal life. Although underexplored in literature, the nurse’s family life may
potentially contribute to CF as they must act as helpers at home to their families through
parenting, providing, etc.; they must then go to work and provide care in a similar way to their
patients. Because of the dynamics between these two worlds, nurses under the age of 40 could
be more at risk for experiencing CF.
Compassion Fatigue
In nursing, compassion fatigue results from the efforts of nurses to demonstrate
compassion; which is a foundational theme to nursing practice and the delivery of patient care
(Ledoux, 2015). Florence Nightingale, who is credited as the mother of nursing practice,
believed compassion played a role in alleviating patient suffering (Straughair, 2012) and stressed
this theme throughout her foundational work. Nightingale’s perspective remains relevant in
current practice. For example, Ledoux (2015) argued that in today’s practice, compassion is the
motivating force behind care efforts and is the driving force that draws nurses’ concern to the
needs of patients. Specifically, oncology nurses have demonstrated compassion in their unique
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ability to draw closer to patients to alleviate their fear, stress, pain, and suffering (Boyle, 2011;
Lee, Laurenson, & Whitfield, 2012). However, drawing closer to patients is also a source of
mental and emotional fatigue in oncology nurses (Boyle, 2011; Lee et al., 2012). This occurs
mainly when the nurse’s oversight of the patient’s needs takes precedence over their own needs
(Harris & Griffin, 2015).
In literature, compassion fatigue is often used synonymously with the terms secondary
traumatic stress (STS) and burnout (Al-Majid, Carlson, Kiyohara, Fatih, & Rakovski, 2018;
Hunsaker, Chen, Maughan, & Heaston, 2015; Neville & Cole, 2013). Although both terms
contribute to CF, it is important to note that the differences between them (Cocker & Joss, 2016;
El-bar, Levy, Wald, & Biderman, 2013; Lynch & Lobo, 2012; Sorenson, Bolick, Wright, &
Hamilton, 2016). Secondary traumatic stress results from memories of a traumatic event that
influences an individual’s desire to help relieve suffering (Jenkins & Warren, 2012). For
example, memories from a patient dying in pain is a traumatic event that influences how a nurse
compassionately cares for a patient in a similar situation. It is the constant recall of this
traumatic event that has potential to result in CF. This mirrors the process seen in post-traumatic
stress disorder, where a traumatic event is the trigger of an individual’s response (Sorenson et al.,
2016).
Burnout, on the other hand, is the result of chronic exposure to emotional, physical, and
mental stressors (Jenkins & Warren, 2012). It differs from CF in that the stressors experienced
are the result of multiple variables such as work environment, one’s interpersonal life,
exhaustion, etc. (Cocker & Joss, 2016; Jenkins & Warren, 2012), and not just the act of
providing patient care (Jenkins & Warren, 2012; Sorenson et al., 2016). Another difference
found with burnout is the ability to remove the source of stress (Wynn, 2020). As a result,
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burnout has potential to be resolved with rest, changes in environment, behavior, etc. while CF
can still exist when similar changes are implemented (Wynn, 2020).
Job Satisfaction & Intent to Leave Job
Nurses experiencing compassion fatigue often have low job satisfaction for several
reasons. The most obvious is concerning the stress of the workplace (Giarelli, Denigris, Fisher,
Maley, & Nolan, 2016; Ko & Kiser-Larson, 2016; Wieck, Dols, & Northam, 2009), for which
oncology nurses are not always provided support to manage (Gillet et al., 2018). Close to half of
nurses identified inadequate workplace support, or the feasibility of accessing provided support,
as a barrier to managing the stress of the workplace (Walhberg, Nirenberg, & Capezuti, 2016).
Oncology nurses need support in the workplace because of the high acuity levels of oncology
patient populations (Al-Majid et al., 2018; Giarelli et al., 2016). High acuity settings require
intensive problem solving, multitasking, and critical thinking skills. When oncology nurses lack
support, these tasks become increasingly stressful and add to the poor job satisfaction oncology
nurses experience, and ultimately the intention to leave a job.
Social Support
Social support (SS) is the ability of an individual to seek help or assistance from a
significant other, family, or friends (Zimet, Dahlem, Zimet, & Farley, 1988). Social support
provides individuals with physical and emotional comfort and helps to facilitate good mental
health, well-being, and feelings of personal accomplishment (Chen, Fu, Li, Lou, & Yu, 2012;
Woodhead, Northrop, & Edelstein, 2016). Several studies have addressed the role of SS in
improving stressors of the workplace (Ariapooran, 2014; Chen et al., 2012; Nie et al., 2015;
Woodhead et al., 2016). In fact, Ariapooran (2014) argued that in nurses SS is a strong predictor
of burnout and STS. As a result, SS is likely to also have an impact on CF as burnout and STS
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often contribute to CF experiences. Nurses with strong SS also experienced lower rates of
depersonalization, or a sense of detachment from their work (Nie et al., 2015; Woodhead et al.,
2015). This is important as nurses with both CF and burnout experienced feelings of
depersonalization in caregiving. Nie et al. (2015) argued that SS not only lowered
depersonalization but helped nurses to find meaning in their work by changing their prospective
and attitude. Thus, SS could be a way in which nurses also work to establish PE.
Gaps in Literature
In nursing, empowerment has been shown to be effective in reducing burnout and
increasing job satisfaction. However, most of this work has been from the standpoint of SE
(Gilbert, Laschinger, & Leiter, 2010; Lashinger, Wong, & Grau, 2013; Orgambídez-Ramos &
Borrego-Alés, 2014) although these effects have also been seen with PE (Meng, Jin, & Guo,
2016; Ouyanga, Zhoub, & Quc, 2015). To the author’s knowledge, Frey et al. (2018) is the only
study that has examined empowerment in relationship to CF in nursing. It is worth noting that a
study by Choi (2017) identified that in social workers, PE lowered rates of secondary traumatic
stress. However, secondary traumatic stress is only one component of CF.
Several problems concerning the Frey et al. (2018) study are worth further discussion.
First, Frey et al. (2018) gave no attention to the variable of SE. This is an important
consideration as PE is believed to be derived from how organizations have established SE. Next,
measurement of the CF variable was done using the Professional Quality of Life Scale
(ProQOL). A major concern with this tool is that compassion fatigue is measured using two
independent subscales, burnout and secondary traumatic stress, that are not combined to form a
composite CF composite score (Stamm, 2010). Although it is understood that the ProQOL scale
has popularity in literature, CF is a multidimensional experience that encompasses more than
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burnout and secondary traumatic stress (Sabery et al., 2017). Therefore, a tool such as the
Nursing Compassion Fatigue Inventory (NCFI) might be a more appropriate tool to capture CF
experiences as, unlike the ProQOL scale, it considers several multidimensional aspects of CF
(Sabery et al., 2017).
Another concern is that Frey et al. (2018) utilized Spreitzer’s (1995) Psychological
Empowerment Scale but analyzed the data using a composite PE score and did not report
information on the tool’s subscales. The Psychological Empowerment Scale includes four PE
subscales: meaning, competence, self-determination, and impact. Although Spreitzer (1995)
acknowledges that the psychological empowerment scale can be used by considering each
subscale separately or by combining to form a composite score, it is difficult to know which
element of PE might be most effective if only the PE composite score is reported. Because many
of the issues of CF are complex, it would be helpful to further explore PE by its subscales to
provide a deeper understanding of the variable. Frey et al. (2018) also examined palliative
nurses in their study, of which oncology nurses comprised only 6.3% (n = 16) of the entire
sample. In addition, the sample was recruited in New Zealand, which has different healthcare
structures than the United States. Having a more inclusive sample of oncology nurses would
help to add knowledge of this variable amongst this population as current studies are limited.
Due to the magnitude of the current nursing shortage, adding the variables of job satisfaction and
intention to leave one’s job may help to further explain which PE subscales are most beneficial
in oncology nurses.
Based on the literature, there are several means by which empowerment could help
oncology nurses manage CF. First, compassion gives nurses momentum or the boost that is
needed to keep them engaged despite how they feel (Ledoux, 2015). This is important because
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the nature of oncology practice exposes nurses continually to patient death and suffering (Duarte,
Pinto-Gouveia, & Cruz, 2016; Wahlberg et al., 2016; Wu et al., 2016), which substantially
impacts their emotional well-being (Duarte et al., 2016; Yu, Jiang, & Shen, 2016).
Empowerment, in particular PE, could help nurses recognize how their efforts are beneficial to
the care of the patient, even if patient death occurs. This recognition could give nurses a sense of
gratification for their work that keeps them from developing compassion fatigue or the guilt that
often results in poor job satisfaction and intention to leave a job.
Second, when oncology nurses experience compassion fatigue they cope ineffectively
(Wynn, 2020). This is largely because oncology nurses lack training and education in coping
with compassion fatigue (Duarte et al., 2016; Wu et al., 2016). For instance, Aycock and Boyle
(2009) identified that 45% of oncology nurses did not have any coping skills training on CF or
self-care practices and that 17% of oncology nurses had no on-site resources for mental health
support. In addition, training on how to cope with compassion fatigue experiences are absent
from nursing school curriculums and are often not addressed in employment trainings (Duarte et
al., 2016; Wahlberg et al., 2016; Wu et al., 2016; Yu et al., 2016). Because a lack of structural
support adds to the stress of the workplace (Giarelli et al., 2016; Ko & Kiser-Larson, 2016;
Walhberg et al., 2016), an understanding of the role of empowerment in CF could be helpful in
establishing needed interventions that help oncology nurses to cope.
Third, literature revealed that millennials are increasingly becoming the majority in the
oncology nursing workforce (Anderson & Gustavson, 2016; Davis, Lind, & Sorensen, 2013;
Duarte & Pinto Gouveia, 2017; Duarte et al., 2016; Giarelli et al., 2016; Ko & Kiser-Larson,
2016; Wahlberg et al., 2016; Yu et al., 2016). The oncology working environment is
counterintuitive to many of the preferences of millennials. For example, the oncology
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environment is both physically and emotionally stressful (Giarelli et al., 2016; Ko & KiserLarson, 2016) and at times does not allow for an equal work-life balance as the environment can
be draining. Furthermore, millennials are accustomed to immediate feedback (Phillips, 2016),
which can be challenging for this group in oncology environments because responses to nursing
interventions and patient care are not always immediate. However, PE may be a way in which
gratification could be more easily recognized. Understanding this effect could be beneficial
amongst this group in keeping them more satisfied with their jobs and help to lessen the burden
of stress from CF experiences.
Methods
Design
A non-experimental correlational design was selected for this study because correlational
studies are intended to examine the nature of the relationship among variables (Portney &
Watkins, 2015). By examining the relationship between variables, a correlational study can be
useful in providing the rationale for decision making and the generation of research hypotheses
(Portney & Watkins, 2015).
Population and Sample
To be eligible for this study, participants had to be Registered Nurses (RN; including
those practicing as Advanced Practice Nurses such as Nurse Practitioner and Clinical Nurse
Specialist) with at least 6 months of oncology experience and who had worked with oncology
patients in an inpatient, outpatient, or research setting within the last year. Participants also had
to be able to speak, read, and write in English and be willing to complete all study
questionnaires. Nurses who do not provide care for oncology patients in a face-to-face encounter
for at least fifty percent (50 %) of weekly work efforts were excluded from this study.
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Institutional Review Board (IRB) approval for this study (Appendix A) was obtained
from The University of Texas at Tyler (UT Tyler). Upon IRB approval, nurses were recruited
for this study using several convenience sampling strategies. The primary method of recruitment
was through contacting RNs who were Oncology Nursing Society (ONS) members. The ONS is
a professional association of oncology nurses, dedicated to the mission of advancing excellence
in oncology nursing and quality care (Fennimore, n.d.). The membership includes more than
39,000 members and consists of nurses across various levels of practice such as staff nurses,
clinical trial nurses, nurse navigators, nurse educators, and administrators (Fennimore, n.d.).
The ONS also offers membership to licensed vocational nurses (LVN), nursing students, and
non-RN healthcare professionals. These subgroups of membership were excluded from this
study.
ONS members were recruited for this study through an IRB approved email (Appendix
B) sent to 5000 random ONS members (2500 RNs and 2500 APNs). Per ONS (2017) guidelines,
this email list was generated by ONS and made available for purchase to the researcher. The
cost of the email distribution list was covered by grant funding from the Houston Chapter of the
Oncology Nursing Society (HCONS). In addition to being recruited for this study as a member
of ONS, participation in this study was also open to oncology nurses who were not members of
the ONS. These individuals were recruited through word of mouth and social media postings. In
addition, snowballing occurred as some of the study participants contacted the researcher to
request permission to share the study with their local ONS chapter. To help encourage
recruitment, participants were given the option to enroll in a drawing for a $50 Visa gift card.
Through ONS grant funding, the researcher was able to award a $50 VISA gift card to six
participants selected by random draw.
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The a priori sample size for this study was estimated through power analysis using
G*Power software (Faul, Erdfelder, Buchner, & Lang, 2009). Parameters for the power analysis
include a moderate effect size (f2 = .15), α = .05, power (1 – β) = .80, and five predictors (SE and
each PE dimension: meaning, competence, self-determination, and impact). This resulted in a
minimum sample size of 92 participants.
Protection of Human Subjects
All study participants were consented through an informed consent document in
Qualtrics. Consent was obtained by the researcher prior to any data collection and participants
were given the option to withdraw their consent at any time. All participants were informed that
distress, likely from the recall of unresolved issues with CF or other traumatic episodes/events,
was a risk of participating in the study. Participants were encouraged to take a break and return
to finish the study at a later time, if they chose to do so, if they experienced distress from the
recall of these events. The researcher also had the option to encourage participants to see their
local workplace counselor if one was available. Alternatively, the researcher planned to refer
participants to The National Center for Post-Traumatic Stress Disorder (PTSD) website which
has resources for treatment and referrals (U.S. Department of Veterans Affairs [USDVA], 2019).
This website also contains self-help resources that include PTSD online coaching and a mobile
application (USDVA, 2019). Participants were also advised that although they may not receive
any immediate benefit from participating in the study, the information obtained may be valuable
for the larger oncology nursing population by possibly identifying variables that may decrease or
minimize CF.
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Instruments
Demographic questionnaire. The demographic questionnaire was intended to provide
information on the characteristics of the sample. This questionnaire and the remaining study
instruments discussed below can be found in Appendix C – K.
Conditions for Work Effectiveness Questionnaire-II. The Conditions for Work
Effectiveness Questionnaire-II (CWEQ-II), excluding the optional informal power, formal
power, and global empowerment subscales, was used to measure the variable of SE (Laschinger,
2012). The optional subscales were excluded because two of them examine the structure within
an organization, which was beyond the scope of this study, and the global empowerment
subscale is only a validation index. The CWEQ-II consists of 12 items (3 items per each of the 4
subscales). For the access to opportunity, resources, and support subscales respondents answer
using a 5-point Likert scale ranging from 1 (none) to 5 (a lot); for the access to information
subscale respondents answer using 5-point Likert scale ranging from 1 (no knowledge) to 5 (a lot
of knowledge). Each subscale mean is combined to determine the composite SE score, with
higher scores representative of higher SE.
The CWEQ-II has been used in nursing research since the year 2000 (Laschinger, 2012).
The construct validity for the CWEQ-II was examined by confirmatory factor analysis and
determined to have good model fit. Cronbach’s alpha for the composite SE score is α = .89, and
by subscale are as followed: opportunity α = .81; information α = .80, support α = .89; resources
α = .84 (Laschinger et al., 2001).
Psychological Empowerment Scale. The Psychological Empowerment Scale (PES) was
used to measure the variable of PE. The PES has 12 items (3 items per each of the 4 subscales).
All items are answered by the respondent using a 7-point Likert scale ranging from 1 (very
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strongly disagree) to 7 (very strongly agree). The 4 subscales for the PES are meaning,
competence, self-determination, and impact as previously defined. The subscales for this tool
can be used to form a composite PE score or be used as separate independent subscale scores.
Cronbach’s alpha for each subscale is as followed: meaning α = .81; competence α = .76; selfdetermination α = .85; and impact α = .83 (Kraimer, Seibert, & Linden, 1999). The PES was
initially validated by Spreitzer (1995 & 1996). The tool has been used in over 50 studies
including service workers, manufacturing workers, and nurses.
Nurses’ Compassion Fatigue Inventory. The Nurses’ Compassion Fatigue Inventory
(NCFI; Sabery et al., 2017) was used to measure the dependent variable of CF. The NCFI is 35item, 5-point Likert scale ranging from 1 (never) to 5 (always). All 35 items are added together
to form a composite CF score, which can range from 35 to 175. The higher the composite CF
score, the more severe an individual’s level of CF (Sabery et al., 2017). The Cronbach’s alpha
for the instrument is α = .94. The tool was validated by Sabery et al. (2017) through exploratory
factor analysis and revealed a six-factor model that explained 66.24% of the total variance of CF.
These six-factors included limited personal capabilities, caring infirmity, psychosomatic
disorders, emotional fatigue, social isolation, and incompetence in self and family management.
Nurse Job Satisfaction Index. The Nurse Job Satisfaction Index (NJSI) was used to
measure the independent variable of job satisfaction. This tool was utilized by Wieck et al.
(2009) for a study on nurse retention. The Nurse Job Satisfaction Index is a 4-item assessment.
Responses are answered on a 4-point scale, except for one item that is answered on a 5-point
scale. Higher score means are indicative of higher job satisfaction (Wieck et al., 2009). When
used by Wieck et al. (2009), the sum score ranged from 4-17 (M = 11.97, SD = 2.8) and alpha
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reliability was 0.85. In addition, the items were determined by factor analysis to measure a
single component with one factor accounting for 63% of the variance (Wieck et al., 2009).
Intent to Leave Job. The variable of intent to leave job was measured using a one item
question; similar to the question and scale utilized by Zurmehly, Martin, and Fitzpatrick (2009)
when measuring intent to leave job in a similar study. Participants were asked to respond to the
question: How likely are you to leave your current nursing position in the next 12 months?
Likert scale for this item was amended from the Zurmehly et al. (2009) study to a 11-point scale
ranging from zero (not at all likely) to 10 (very likely) to increase variance.
Multidimensional Scale of Perceived Social Support. The variable of social support in
this study was measured using the Multidimensional Scale of Perceived Social Support
(MSPSS). The MSPSS is a 12-item assessment with responses answered on a 7-point Likert
scale ranging from 1 (very strongly disagree) to 7 (very strongly agree). Higher mean scores
indicate higher levels of social support (Zimet et al., 1988). Cronbach’s alpha for the composite
score is α = .88, and by subscale are as followed: significant other α = .91; family α = .87; friends
α = .85 (Zimet et al., 1988).
Data Collection
The data for this study was collected by the principle investigator. As part of UT Tyler
IRB requirements, the principle investigator completed human subject’s protection training prior
to study initiation. Data was collected following determination of participant eligibility and
acknowledgement of informed consent in Qualtrics. Participants were then asked to complete
the demographic questionnaire, CWEQ-II, PES, NCFI, NJSI, MSPSS and intent to leave
question in Qualtrics.
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Analysis
The analysis of study data was done by downloading Qualtrics survey responses to
Statistical Package for the Social Sciences (SPSS) version 24. Upon loading to SPSS, the data
for each individual participant response was assigned a de-identified case number. Subscale
calculations for each respective instrument were computed to determine subscale and composite
scores for each respective variable. The remainder of the analysis took place in following
phases. First, descriptive statistics were calculated to analyze the demographic questionnaire, as
well as the variables of SE, PE, CF, JS, ITLJ, and SS. Second, the relationship between the
dependent variable of CF and the predictor variables of SE and each PE dimension (meaning,
competence, self-determination, and impact) were examined through Pearson correlations.
Third, predictor variables statistically associated with CF at a significant level (p < .05) were
entered into a multiple linear regression model. Following this, a structural equation model
(SEM) was constructed for further analysis of the variables.
An examination of test assumptions was considered prior to analysis of data. This
examination revealed satisfactory levels of homoscedasticity, linearity, and normality.
Furthermore, the data did not reflect any issues concerning multicollinearity. As indicated in the
a priori power analysis, 92 participants were needed to produce sufficient power. A total of 647
participants accessed the study. Of these, 568 were deemed eligible. However, 12 participants
did not provide a primary state of practice on the demographic questionnaire. As it could not be
ensured that these nurses practiced within the United States (US), they were excluded leaving
556 participants for data analysis. The maximum number of complete cases were used in
analyzing the data. Missing data within subscales of each instrument were not used. This
resulted in 504 participants for analysis of the multiple regression model and 500 participants for

82

analysis per tool in the SEM model. Psychometrics were addressed in each respective
instrument. The reliability analysis was acceptable for each tool is as shown in Table 2.
Table 4.2 Reliability Analysis of Instruments
Scale
CWEQ-II Subscales:
Opportunity
Information
Support
Resources
CWEQ-II Composite

α

Items

n

.75
.90
.89
.83
.85

3
3
3
3
12

543
543
537
537
536

PES Subscales:
Meaning
Competence
Self-Determination
Impact
PES Composite

.92
.82
.90
.84
.90

3
3
3
3
12

532
532
535
531
531

NCFI Composite

.95

35

506

NJSI Composite

.79

4

518

MSPSS Subscales:
Significant Other
Family
Friends
MSPSS Composite

.93
.93
.93
.95

4
4
4
12

516
516
516
516

Findings
Tables 3 and 4 contain a descriptive analysis of respective categorical and continuous
variables of eligible participants who accessed the study (N = 556). Participants mostly
consisted of outpatient/ambulatory nurses (n = 426) in a staff nurse/nurse clinician role (n =
301). The sample also included nurses from 47 US States plus Washington, District of Columbia
(D.C.).
Research Question One
The first research question sought to examine the current levels of SE, PE, and CF in the
current oncology nursing population. Table 5 indicates the means of study variables. From this
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table, this question is addressed, noting that the levels of SE (M = 14.68) and PE (M = 5.41) were
moderate while the levels of CF (M = 80.49) were low.
Table 4.3 Descriptive Statistics: Demographic Categorical Variables (N = 556)
Demographic Variable
Gender
Male
Female
Ethnicity
White
Black/African American
American Indian/Alaska Native
Asian
Native Hawaiian or Pacific Islander
Hispanic/Latino
Other
Marital Status
Married
Widowed
Divorced
Never Married
Highest Nursing Degree
Diploma
Associate Degree in Nursing (ADN)
Bachelor of Science in Nursing (BSN)
Master of Science in Nursing (MSN)
Doctor of Nursing Practice (DNP)
Doctor of Philosophy (PhD)
Current Nursing License
Advanced Practice Nurse
Nurse Practitioner (NP)
Clinical Nurse Specialist (CNS)
Registered Nurse
Current Primary Practice Setting
Inpatient
Outpatient/Ambulatory
Research
Missing
Current Primary Nursing Role
Staff Nurse/Nurse Clinician
Clinical Trials/Research Nurse
Case Manager
Nurse Navigator
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Frequency

Percent

23
533

4.1
95.9

458
30
2
32
1
15
18

82.4
5.4
.4
5.8
.2
2.7
3.2

390
13
79
74

70.1
2.3
14.2
13.3

27
71
224
203
24
7

4.9
12.8
40.3
36.5
4.3
1.3

167
32
357

30.0
5.8
64.2

117
426
12
1

21.0
76.6
2.2
.2

301
11
12
17

54.1
2.0
2.2
3.1

Table 4.3 (Continued)
Demographic Variable
Nurse Practitioner
Clinical Nurse Specialist
Nurse Educator
Nurse Manager
Other
Primary Specialty Area
Medical Oncology
Radiation Oncology
Surgical Oncology
Palliative Care/Hospice
Research/Clinical Trials
Intensive Care Unit
Primary US State/Territory of Practice
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
District of Columbia
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
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Frequency
160
32
3
10
10

Percent
28.8
5.8
.5
1.8
1.8

443
51
35
13
10
4

79.7
9.2
6.3
2.3
1.8
.7

5
0
13
2
68
5
8
1
2
23
19
7
2
21
11
5
4
4
5
4
15
13
18
9
2
8
1
3
2
3

.9
0
2.3
.4
12.2
.9
1.4
.2
.4
4.1
3.4
1.3
.4
3.8
2.0
.9
.7
.7
.9
.7
2.7
2.3
3.2
1.6
.4
1.4
.2
.5
.4
.5

Table 4.3 (Continued)
Demographic Variable
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Oregon
Pennsylvania
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

Frequency
17
3
41
25
4
25
4
6
25
4
9
0
11
61
6
1
6
13
1
11
0

Percent
3.1
.5
7.4
4.5
.7
4.5
.7
1.1
4.5
.7
1.6
0
2.0
11.0
1.1
.2
1.1
2.3
.2
2.0
0

Table 4.4 Descriptive Statistics: Demographic Continuous Variables (N = 556)
Demographic Variable
Age (Years)*
Nursing Experience (Years)
Oncology Nursing Experience (Years)
*One participant score missing

M (SD)
50.76 (11.28)
25.36 (12.16)
20.75 (11.57)

MIN/MAX
24 - 76
.83 – 52
.50 – 51

Table 4.5 Descriptive Statistics for SE, PE, CF, JS, ITLJ, & SS
Variable
SE
Opportunity
Information
Support
Resources

M (SD)
14.68 (2.49)
4.36 (.65)
3.62 (.94)
3.53 (.96)
3.18 (.96)

MIN/MAX
6.67-20
1.33-5
1-5
1-5
1-5
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n
536
543
543
537
537

Table 4.5 (Continued)
Variable
PE
Meaning
Competence
Self-Determination
Impact

M (SD)
5.41 (.84)
6.32 (.86)
5.92 (.97)
5.0 (1.24)
4.41 (1.27)

MIN/MAX
1.17-7
1-7
1-7
1-7
1-7

n
531
532
532
535
531

CF

80.49 (19.26)

35-151

506

JS

12.79 (2.78)

4-17

518

ITLJ

3.16 (3.55)

0-10

519

SS
Significant Other
Family
Friends

5.70 (1.05)
5.84 (1.22)
5.58 (1.27)
5.68 (1.11)

1.17-7
1-7
1-7
1-7

516
516
516
516

Research Question Two
The second research question asked which of the PE dimensions (meaning, competence,
self-determination, and impact) is most significant in predicting CF in oncology nurses after
controlling for SE. A regression analysis was computed to address this question. According to
Portney and Watkins (2015), a regression analysis examines predictive relationships between
variables, where the independent variable is a predictor and the dependent variable is a criterion.
The PE dimensions were entered as predictors with the dependent variable of CF in the
regression analysis, controlling for SE. Pearson correlations between each individual PE
dimension (meaning, competence, self-determination, and impact) and CF were found to be
significant as shown in Table 6. The regression model was statistically significant, F(5,498) =
30.90, p < .01 and explained over 20% (R2 = .24, Adjusted R2 = .23) of the variance in CF.
Table 7 shows that all predictors were significant except for PE Competence (B = -.83, SE = .96,
β = -.04, p = .385). In addition, the table indicates that the most significant PE dimension in
predicting CF was PE Impact (B = -2.24, SE = .88, β = -.15, p < .05).
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Table 4.6 Correlations of CF, SE, & PE Subscales (N = 504)

CF
SE
PE Meaning
PE
Competence
PE SelfDetermination
PE Impact
* p < .001

CF

SE

PE
Meaning

PE
PE SelfPE
Competence Determination Impact

1.00
-.39*
-.33*
-.25*

1.00
.33*
.20*

1.00
.54*

1.00

-.37*

.43*

.35*

.40*

1.00

-.41*

.55*

.45*

.34*

.66*

1.00

Table 4.7 Multiple Linear Regression Analysis Examining PE Dimensions (N = 504)
β
-.39

p
.000

SE
-1.55
.37
-.20
PE Meaning
-3.08
1.15
-.13
PE Competence
-.83
.96
-.04
PE Self-Determination
-1.79
.83
-.12
PE Impact
-2.24
.88
-.15
Note. For Model 1: R 2 = .15, Adjusted R2 = .15, F(1,502) = 87.78, p < .001
For Model 2: R2 = .24, Adjusted R 2 = .23, F(5,498) = 30.90, p < .001

.000
.007
.385
.032
.011

Model Variable
1
SE

B
-2.98

SE
.32

2

Research Question Three
The third research question focused on examining the relationships between all study
variables. Structural equation modeling was used to construct a hypothetical model (Figure 2) to
address this question. The relationships within this model are linear and are focused on
predicting the downstream variable of INTL. The model has uncorrelated residuals with the
assumption that variables within the model do not contain measurement error. Downstream
variables within this model are recursive and predictive relationships and are not considered to
covary. The variables within the model are interval level data and were measured using
instruments that included Likert responses.
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Figure 4.2 Hypothetical Model
The construction of the hypothetical model began with assessment of correlations
amongst the continuous sociodemographic variables (age, oncology nursing experience, and
nursing experience) to the outcome variables of CF, JS, and ITLJ. There were no continuous
sociodemographic variables observed as significantly correlated to all three outcome variables.
Categorical sociodemographic variables were assessed using independent t-test and one-way
ANOVA. The independent t-test revealed no significant differences in mean scores between
gender, CF, JS, and ITLJ. In addition, one-way ANOVA indicated no significant differences in
mean scores between the remaining categorical sociodemographic variables when assessed to CF
or JS. For ITLJ, RN role had the only noted significant difference in mean scores. However, RN
role had no significant relationship to either CF or JS. Since no sociodemographic variable
demonstrated a relationship to all outcome variables, they were excluded from the hypothetical
model. Table 8 reflects correlations for the final variables selected for inclusion in the model,
which reflect significant relationships noted amongst all variables.
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Table 4.8 Correlations for Variables in Hypothetical Model
SE

SE
1

PE

SS

CF

JS

Pearson Correlation
Sig. (2-tailed)
N

500

Pearson Correlation
Sig. (2-tailed)
N

.509**
.000
500

500

Pearson Correlation
Sig. (2-tailed)
N

.216**
.000
500

.313**
.000
500

500

Pearson Correlation
Sig. (2-tailed)
N

-.388**
.000
500

-.448**
.000
500

-.336**
.000
500

500

Pearson Correlation
Sig. (2-tailed)
N

.590**
.000
500

.527**
.000
500

.266**
.000
500

-.504**
.000
500

500

Pearson Correlation -.338** -.270** -.200**
Sig. (2-tailed)
.000
.000
.000
N
500
500
500
**Correlation is significant at the 0.01 level (2-tailed).

.302**
.000
500

-.542**
.000
500

PE

SS

CF

JS

ITLJ

1

ITLJ

1

1

1

1
500

Predicted paths in the hypothetical model were evaluated in SPSS/Analysis of Moment
Structures (AMOS) (Figure 3). The goodness of fit indices (Table 9) indicated that the model
had good fit. The study model and the saturated model were not significantly different as
reflected through a chi-square of 3.992 (p = .262). Additionally, the model was fit to the data as
reflected through a CFI of .999 and a RMSEA of .026. Statistically significant relationships
(Table 10) were identified between all predicted paths in the hypothetical model with the
exception of CF and ITLJ (β = .036, p = .407); and SE and ITLJ (β = -.023, p = .628).
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Figure 4.3 Hypothetical Model with Standardized Estimates

Table 4.9 Goodness of Fit Indices of Hypothetical Model
Model
Default
model
Saturated
model
Independence
model

NPAR
18

CMIN
3.992

DF
3

21

.000

0

6

856.888

15

p
.262

CMIN/DF RMSEA
1.331
.026

1.000
.000

57.126

.335

Table 4.10 Standardize Regression Coefficients for Hypothetical Model
Variables
SS
<--PE
<--PE
<--CF
<--CF
<--CF
<---

SE
SE
SS
SS
PE
SE

CFI
.999

Estimate
.216
.463
.213
-.204
-.283
-.200

p
.003
.003
.001
.004
.003
.001
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.000

SRMR
.0160

Table 4.10 (Continued)
Variables
JS
<--- PE
JS
<--- SE
JS
<--- CF
ITLJ <--- JS
ITLJ <--- SE
ITLJ <--- CF

Estimate
.218
.378
-.260
-.510
-.023
.036

p
.002
.003
.002
.003
.638
.374

An alternative model (Figure 4) was produced to account for the noted observations in
nonsignificant paths in the hypothetical model. The goodness of fit indices (Table 11) indicated
that the alternative model also had good fit. The study model and the saturated model were not
significantly different (X2 = 5.033, p > .05). This model was also fit to the data as reflected
through a CFI of 1.000 and a RMSEA of .004. All predicted paths in the alternative model have
statistically significant relationships (Table 12). Total, direct, and indirect effects are shown in
Tables 13, 14, and 15. The highest total effects were between SE and PE (β = .509; p < .01); SE
and JS (β = .590, p < .01); and JS and ITLJ (β = -.542, p < .01).

Figure 4.4 Alternative Model with Standardized Estimates
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Table 4.11 Goodness of Fit Indices of Alternative Model
Model
Default
model
Saturated
model
Independence
model

NPAR
16

CMIN
5.033

DF
5

21

.000

0

6

856.888

15

p
.412

CMIN/DF RMSEA
1.007
.004

1.000
.000

57.126

.335

Table 4.12 Standardize Regression Coefficients for Alternative Model
Variables
SS
<--PE
<--PE
<--CF
<--CF
<--CF
<--JS
<--JS
<--JS
<--ITLJ <---

Estimate
.216
.463
.213
-.204
-.283
-.200
.218
.378
-.260
-.542

SE
SE
SS
SS
PE
SE
PE
SE
CF
JS

p
.003
.003
.001
.004
.003
.001
.002
.003
.002
.004

Table 4.13 Standardized Total Effects of Alternative Model
SS
PE
CF
JS
ITLJ
*p < .01 (2-tailed)
**p < .001 (2-tailed)

SE
.216*
.509*
-.388*
.590*
-.319*

SS
.000
.213**
-.265*
.115*
-.062*

PE
.000
.000
-.283*
.292*
-.158*

CF
.000
.000
.000
-.260*
.141*

JS
.000
.000
.000
.000
-.542*

Table 4.14 Standardized Direct Effects of Alternative Model
SE
SS
.216*
PE
.463*
CF
-.200**
JS
.378*
ITLJ
.000
*p < .01 (2-tailed)
**p < .001 (2-tailed)

SS
.000
.213**
-.204*
.000
.000

CFI
1.000

PE
.000
.000
-.283*
.218*
.000
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CF
.000
.000
.000
-.260*
.000

JS
.000
.000
.000
.000
-.542*

.000

SRMR
.0187

Table 4.15 Standardized Indirect Effects of Alternative Model
SS
PE
CF
JS
ITLJ
*p < .01 (2-tailed)
**p < .001 (2-tailed)

SE
.000
.046**
-.188*
.212*
-.319*

SS
.000
.000
-.060**
.115*
-.062*

PE
.000
.000
.000
.073**
-.158*

CF
.000
.000
.000
.000
.141**

JS
.000
.000
.000
.000
.000

Discussion
The purpose of this study was to examine the presence and nature of relationships
between empowerment (SE and PE), CF, JS, and ITLJ in oncology nurses. This study included a
large sample of oncology nurses from across the US and is one of the first of its kind. Results
from this study support the concepts of the Modified Expanded Workplace Empowerment model
which served as the theoretical framework for this study. Specifically, the SEM tested the
concept from this framework that SE leads to PE which leads to positive workplace behaviors
and attitudes (measured as improved job satisfaction and less CF and ITLJ). This study
supported this framework by demonstrating that PE is a mediator of the effect between SE and
CF, with the direct effect between the relationship of SE and PE representing the greatest amount
of the total effect. This finding also supports the strength of the SE and PE relationship as
identified by Laschinger et al. (2001) and reinforces why the Frey et al. (2018) study needed to
consider both the variables of SE and PE.
The SEM in this study clarifies the literature concerning the relationship of CF and ITLJ.
Although literature commonly discusses that CF results in one’s ITLJ (Perry et al., 2011; Potter
et al., 2013a; Wu et al., 2016), the SEM in this study identified this relationship is not a direct
effect; rather it is a mediated effect of JS. Additionally, this study demonstrated that SE, PE, SS,
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and CF are factors employers cannot afford to ignore. Collectively, these variables predicted
47% of the variance in JS in the SEM.
The relationship of CF to sociodemographic variables was an area of conflict in the
literature. In this study, none of the sociodemographic variables assessed met inclusion for the
SEM as no single sociodemographic variable demonstrated relationships to all three outcome
variables. Thus, this study does not offer any clarity to the literature in this area. However, it is
worth nothing that the sample in this study was mature in terms of age (M = 50.76), nursing (M =
25.36), and oncology experience (M = 20.75). Most of the studies discussed in the literature
included samples that were mostly younger (mainly millennials) and less experienced.
In the literature, PE was a significant predictor of both burnout and secondary traumatic
stress (Choi, 2017; Frey et al., 2018); both of which are aspects of CF (Wynn, 2020).
Compassion Fatigue in this study was evaluated using a comprehensive instrument that
considered six factors with results demonstrating PE as a significant predictor of CF. Moreover,
the study expanded the literature by identifying that the PE dimension of impact is the strongest
predictor of CF amongst the PE dimensions. Interestingly, of the PE dimensions, impact is the
one dimension that highly resembles SE as it includes the nurse’s ability to shape the strategic,
administrative, or operational outcomes of work (Spreitzer, 1995). Because SE is employer
driven, the PE dimension of impact may indeed be the easier aspect of the PE dimensions for
healthcare organizations to directly influence in oncology nurses. Shared governance structures
in which nurses have greater opportunity to influence both unit and organizational decision
making may be a useful intervention to consider from an organizational perspective as it could
increase nurses’ sense of control of their everyday practice (Woodward, 2019). This level of
control helps nurses feel they are making a difference in how they influence the care they
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provide to patients, thus allowing them to see the impacts of their work. Likewise, there is a
current lack of interventions designed to help nurses cope with CF (Duarte et al., 2016;
Wahlberg et al., 2016; Wu et al., 2016; Yu et al., 2016). The relationship between the impact
dimension of PE and CF represents a significant step in helping to tailor coping interventions.
For instance, onsite efforts such as a unit based check out at the end of the shift could provide a
means for nurses to openly discuss concerns with peers prior to reengaging with the stressors of
their home environment Strategies such as this could be helpful in keeping nurses from “taking
their work home.”
Although not a primary focus of this study, the SEM also demonstrated the importance of
SS. Nurses need to have someone in their corner with whom they can express the difficulties of
the caregiving experience as SS provides both physical and emotional comforts (Chen et al.,
2012; Woodhead et al., 2016). In this study, SS was shown to have significant direct effects with
SE and CF and was a mediator between SE and CF; SE and PE; and a comediator between SE
and JS. These relationships need to be explored further in research. Specifically, the direct
effect between SE and SS as this effect was the first path in all the mediated effects of SS. In
addition, this study measured SS from sources external to the workplace. Future studies should
evaluate how nurses may perceive SS from colleagues, supervisors, and administration.
Transformational leadership practices may help nurses to perceive greater leadership support.
Transformational leaders are viewed as role models and employees often view these leaders as
“in the trenches” with them. Additionally, transformational leaders help employees to feel
supported by encouraging innovation and creativity and through delegating their powers to allow
employees to be involved in decision making. This supports employees by giving them a voice
and sense of purpose for their work (Asiri, Rohrer, Al-Surimi, Da’ar, & Ahmed, 2016).
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Strengths and Limitations
This study sought to bring understanding to the relationship between empowerment and
CF, which has been underexplored in literature. The response to this study was robust, with
good representation of oncology nurses from across the US. The final model presented in this
study helps to bring better understating to the relationship between empowerment and CF and the
direct and indirect effects contributed to JS and intention to ITLJ. This model may be used as a
source to guide future research in this area. Additionally, the model may be useful in providing
theoretical connections that lead to the development of interventions to manage CF experiences
in the workplace.
The non-experimental, correlational design of this study presented several limitations.
Because correlational studies are designed to examine relationships between variables and not
causality, they have low internal validity. In order to examine cause, a true experiment would be
needed in which there is an experimental and control group; both of which this study lacked.
The subject matter of this study also presented a threat to the internal validity principle of
mortality. As survey questions in this study had potential to cause distress by eliciting memories
from traumatic events, participants may have decided to withdraw from the study as a result of
not wanting to continue with questioning. Although this risk was disclosed to participants in the
informed consent, participants were encouraged but not required to answer all study questions.
This could have contributed to missing data. Additionally, the researcher was unable to verify
the practice location of 12 nurses which resulted in them being excluded from the study.
This study, though robust, drew responses mainly through associations with the
Oncology Nursing Society. Participants could have been interested in the study for various
reasons, none of which the researcher could examine. However, the option to enter the drawing

97

for a $50 VISA gift card could have been a contributing factor. The robust nature of the sample
was also over the number of participants needed by power analysis, which is concerning for the
possibility of a Type 1 error. Nonetheless, the goal of the researcher was to model multiple
variables that impacted the outcome variables using SEM. For a sample to be considered
adequate for SEM, samples of up to 200 or more are recommended (Kline, 2011).
Recommendations
The moderate levels of SE and PE identified in this study demonstrates that generally
healthcare organizations in the US have room for improvement in facilitating empowerment in
the workplace. Additional research in this area should focus on the aspects of SE concerning
resources and support and how healthcare organizations can enhance these services. Table 16
identifies possible actions for healthcare organizations to consider. Special consideration should
be given to universal accessibility of services (Walhberg et al., 2016). For instance, counseling
services are a needed element to help nurses in immediate debriefing of stressful events but are
commonly only available during daytime hours; thus, creating inequities for night shift staff that
could lead to decreases in SE. Such barriers could be eliminated through ensuring “on-call”
services.
Table 4.16 Recommendations for Structural and Psychological Empowerment
Concept
Structural Empowerment

Psychological Empowerment

Recommendations
Transformational Leadership
Shared Governance
Adequate and Balanced Staffing
Paid Time Off
Counseling Services
Employee “On-call” Services
Manager/Leadership Support & Advocacy
“Think less” activities
Employee Recognition Programs
Mindfulness
Meditation
Journaling
Self-talk/Affirmations
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Healthcare organizations should also focus on resources that support nurses in achieving
an equal work-life balance. Given the extensiveness of a 12-hour shift, nurses may find
resources that allow smoother transitions from work to home life helpful; particularly those
activities that are “think less” in nature. For example, healthcare organizations could partner
with local businesses to provide services in a “pop-up” fashion, such as through a curbside
grocery pick-up where nurses could order groceries during their shift and have orders loaded into
their cars as they leave the hospital for the day. The same could be considered for a curbside
restaurant meal pick-up. Although small in nature, these strategies could help provide
conveniences to nurses that help to reduce the experience of additional stress outside of work as
well as allow them to spend more meaningful time with their families; which is important as
families are often vial elements of one’s social support.
Future research should also focus on identifying how oncology nurses may readily
perceive that their work is impactful. Managers and unit leaders could provide needed support in
this area through recognition of staff performance, encouraging employees to openly express
feelings, and by advocating for the needs of employees to be addressed. Additionally, measures
that encourage nurses to self-reflect, such as mediation and mindfulness, may help nurses in
realizing the significance they bring to their work. These strategies also have the additional
benefit of helping nurses to reduce stress and can be practiced independently with no monetary
expense (Grafton & Coyne, 2012; Giarelli et al., 2016; Harr, 2013; Houck, 2014). Lastly, the
concepts demonstrated in this study should be further explored through development and testing
of an intervention utilizing randomization.
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Conclusion
In summary, oncology work environments are stressful and result in nurses having CF.
This study demonstrates that empowerment has a significant role in reducing CF in oncology
nurses. Because CF may increase patient risk for adverse outcomes, as well as potentially effect
nurses’ job satisfaction and intention to leave their job and the profession, a study of this regard
was necessary. Understanding the identified relationships in this study will not only benefit the
lives of oncology nurses, but also improve outcomes for the patients they serve.
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Chapter Five: Conclusions and Recommendations
The problem of compassion fatigue (CF) has been a long-battled experience in the lives
of many nurses. Given the growing complexities in healthcare, nurses readily need solutions to
manage this experience. The research in this portfolio has focused on addressing this issue in the
setting of oncology nursing practice. The findings presented may be used to enhance the
understanding of CF amongst this population of nurses.
Implications for Nursing Practice
The impact of empowerment in managing CF experiences in oncology nurses is
promising. Research in this portfolio supports that empowerment can have both direct and
mediating effects on CF. These effects improve job satisfaction (JS), which has a direct effect on
intention to leave a job (ITLJ). Moreover, the connection between the concept of structural
empowerment (SE) and CF indicates that CF is not just a nursing problem; it is a shared problem
between nurses and healthcare organizations. Fortunately, although many aspects of CF may be
unique to each individual nurse, SE is perhaps the most amendable concept for employers to
influence. In addition, this portfolio demonstrated that the psychological empowerment (PE)
dimension of impact was the most significant PE dimension in predicting CF. Although PE is
perception based, it may be more easily influenced by the effects of SE because of its similar
focus on the administrative and operational outcomes of work (Spreitzer, 1995). Thus, the
concept of SE is necessary for organizations to embrace.
Findings in this portfolio help to explain ways through which nurses may potentially cope
with CF. Although SS was a known aspect from the literature, both SE and PE also contribute to
decreasing CF. This relationship provides more options to be considered when formulating
interventional approaches targeting CF. In addition, because of the mediated relationship JS has
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with both the variables of SE and CF and ITLJ, interventional approaches that include strategies
to improve SE are likely to positively impact retention of the oncology nursing workforce.
Next Steps
Next steps in advancing the outcomes presented in this portfolio should include the
development of a CF intervention that includes SE and PE. Currently, CF interventions are
lacking in literature that have included both SE and PE concepts. There is a true need for such
interventions as many nurses lack the coping skills needed to manage CF experiences (Duarte et
al., 2016; Wu et al., 2016). The SEM in this portfolio could be utilized as a testable model in
many interventional programs.
Healthcare organizations should work to identify ways in which they can develop or
strengthen SE, primarily through ensuring resources and support to nursing staff. Although
many organizations may feel they have the necessary structure in place to ensure SE, the ability
to access provided services are often challenging or inconvenient for the nurse and results in the
stressors of the workplace remaining unmanaged (Walhberg, Nirenberg, & Capezuti, 2016).
Healthcare organizations should inventory current resources, practices, and strategies to ensure
alignment to employee needs. Lastly, the effects between SE and social support (SS) in this
study also demonstrates another area for employers to consider. Though external to the
workplace, this relationship may indicate the role employers can have in helping employees
achieve a work-life balance. Perhaps SE deflects the stress of the workplace and keeps nurses
from “taking their work home.” Future research should further explore this relationship.
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Appendix B
Recruitment Email
Dear Colleague,
I am writing to invite you to participate in a study I am conducting on the influence of
empowerment on compassion fatigue development in oncology nurses. This study will ask you
to respond to survey questions and can be completed in about 10 minutes. At the end of the
study, you will be given the option to enter a drawing to win one of many $50 Visa gift cards.
This study is IRB approved by The University of Texas at Tyler (IRB# F-Wynn F2019-23,
approved 11/8/19) and can be completed from a computer, tablet, or smart phone.
Join the study by clicking the link below. Feel free to share the study link with other
colleagues. All responses are anonymous and confidential.
Link: http://bit.ly/join_cfstudy
If you have any questions, or would like additional information on this study, please feel free to
contact me through the email address provided below.
Thank you,

Franklin Wynn, MSN, RN, CNE, OCN
PhD Student
The University of Texas at Tyler
Email: fwynn@patriots.uttyler.edu
Danita Alfred, PhD, RN
Dissertation Chair
Professor, School of Nursing
The University of Texas at Tyler
Email: dalfred@uttyler.edu
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Appendix C
Demographic Questionnaire
Age
•

Free Text

Gender
• Male
• Female
Ethnicity
• White
• Black of African American
• American Indian or Alaska Native
• Asian
• Native Hawaiian or Pacific Islander
• Hispanic
• Other
Marital Status
• Married
• Widowed
• Divorced
• Never married
Highest Nursing Degree Earned
• Diploma
• Associate Degree in Nursing
• Bachelor of Science in Nursing
• Master of Science in Nursing
• Doctorate of Nursing Practice
• Doctorate of Philosophy/Doctorate of Nursing Science
Current Nursing License
• Advanced Practice Nurse/Nurse Practitioner
• Advanced Practice Nurse/Clinical Nurse Specialist
• Registered Nurse
In which state do you primarily practice?
• Dropdown of 50 US States, District of Columbia, Puerto Rico
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Appendix C (Continued)

Current primary practice setting
• Inpatient
• Outpatient/Ambulatory
• Research
Current primary nursing role
• Staff Nurse/Nurse Clinician
• Clinical Trials/Research Nurse
• Case Manager
• Nurse Navigator
• Nurse Practitioner
• Clinical Nurse Specialist
• Nurse Educator
• Nurse Manager
• Other
Primary specialty area
• Medical Oncology
• Radiation Oncology
• Surgical Oncology
• Palliative Care/Hospice
• Research/Clinical Trials
• Intensive Care Unit
Years of nursing experience
• Free text
Years of oncology nursing experience
• Free text
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Appendix D
Conditions for Work Effectiveness Questionnaire-II (Laschinger, 2012)
How much of each kind of opportunity do you have in your present job?
1 = None
2
3 = Some
1. Challenging work
2. The chance to gain new skills and knowledge on the job
3. Tasks that use all of your own skills and knowledge

4
1
1
1

How much access to information do you have in your present job?
3 = Some
1 = No Knowledge
2
4
Knowledge
1. The current state of the hospital
1
2. The values of top management
1
3. The goals of top management
1

5 = A Lot
2
3
4
2
3
4
2
3
4

5
5
5

5 = Know A Lot
2
2
2

3
3
3

4
4
4

5
5
5

How much access to support do you have in your present job?
1.
2.
3.

1 = None
2
3 = Some
Specific information about things you do well
Specific comments about things you could improve
Helpful hints or problem solving advice

4
1
1
1

2
2
2

5 = A Lot
3
4
3
4
3
4

5
5
5

1
1
1

5 = A Lot
2
3
4
2
3
4
2
3
4

5
5
5

How much access to resources do you have in your present job?
1 = None
2
3 = Some
1. Time available to do necessary paperwork
2. Time available to accomplish job requirements
3. Acquiring temporary help when needed

4

Note: The author does not require written permission to use instrument (Laschinger, 2012).
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Appendix E
Psychological Empowerment Instrument (Spreitzer, 1995)
Listed below are a number of self-orientations that people may have with regard to their
work role. Using the following scale, please indicate the extent to which you agree or
disagree that each one describes your self-orientation.
1. Very Strongly Disagree
2. Strongly Disagree
3. Disagree

4. Neutral
5. Agree
6. Strongly Agree

7. Very Strongly Agree

____ I am confident about my ability to do my job.
____ The work that I do is important to me.
____ I have significant autonomy in determining how I do my job.
____ My impact on what happens in my department is large.
____ My job activities are personally meaningful to me.
____ I have a great deal of control over what happens in my department.
____ I can decide on my own how to go about doing my own work.
____ I have considerable opportunity for independence and freedom in how I do my job.
____ I have mastered the skills necessary for my job.
____ The work I do is meaningful to me.
____ I have significant influence over what happens in my department.
____ I am self-assured about my capabilities to perform my work activities.
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Appendix F
Permission to Use Psychological Empowerment Instrument

122

Appendix G
Nurses’ Compassion Fatigue Inventory (Sabery et al., 2017)
1. Never

2. Rarely

3. Sometimes

4. Often

5. Always

___ My self-confidence has decreased
___ I have become depressed
___ I reprimand myself if a patient does not make recovery
___ My ability to cope with problems has decreased
___ I am unable to establish appropriate relationships with other people (namely patients,
colleagues, and family members)
___ I do not feel happy
___ I am no longer interested in my previous favorable activities
___ I feel that my efficiency in care provision has decreased
___ I have become irritable to the events of daily life
___ My empathy with patients has decreased
___ My motivation for patient care has decreased
___ I am impatient in care delivery
___ I have no desire for helping others
___ I am unable to emotionally support my patients
___ I have become indifferent to my work
___ I suffer from sleep disorders (such as sleeplessness, difficulty in falling asleep, etc.)
___ I suffer from eating disorders (such as polyphagia or anorexia)
___ I feel too tired
___ I have become exhausted
___ I am tired of care provision to critically-ill patients
___ Over time, patient care causes me greater levels of mental fatigue
___ Providing care to patients with end-stage and poor prognosis conditions makes me
emotionally fatigue
___ I feel emotionally fatigue due to long-term contact with patients and illnesses
___ I feel unhappy that my job obliges me to witness the death of children or young people
___ Futile patient care (i.e. a lengthy care with no recovery) makes me emotionally fatigue
___ I do not get involved in patients’ affairs
___ I avoid intimate relationships with colleagues
___ I avoid intimate relationships with patients
___ I want to be alone
___ I do not like to think about others’ problems (including patients, friends, and family
members)
___ I am not interested in wide circles
___ I am unable to emotionally support my family members (including parents, children, spouse,
etc.)
___ I show extreme reactions (either indifference or oversensitivity) to the illnesses of my family
members
___ My private life has been affected
___ I am unable to manage my life conditions
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Appendix H
Permission to Use Nurses’ Compassion Fatigue Inventory Instrument
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Appendix G (Continued)
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Appendix I
Nurse Job Satisfaction Index (Wieck et al., 2009)

Overall, how satisfied are you with
your current position?
How likely are you to recommend
your current employment setting to
your nurse colleagues as a desirable
place to work?
Knowing what you know now, if
you had to decide all over gain
whether to take the job you have
now, what would you decide?

To what extent are you fairly
rewarded considering the
responsibilities you have?

4
Highly
SATISFIED

3
Generally
SATISFIED

2
Generally
DISSATISFIED

Highly
DISSATISFIED

Highly
LIKELY

Somewhat
LIKELY

Somewhat
UNLIKELY

Highly
UNLIKELY

Would
definitely
take the
same job

Would
probably
take the
same job

Would probably
NOT take the
same job

Would
definitely NOT
take the same
job.

1
Not at
all

2
To a slight
extent
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3
To some
extent

1

4
To a
considerable
extent

5
To a very
great
extent

Appendix J
Permission to Use Nurse Job Satisfaction Index Instrument

K. Lynn Wieck PhD
Professor Emeritus
The University of Texas at Tyler
School of Nursing

Phone:
lynn@drwieck.com

September 4, 2019
Franklin Wynn
The University of Texas at Tyler
It is my pleasure to grant you permission to utilize the Wieck Nurse Job Satisfaction
your research and class work. I am attaching a copy with this correspondence which
includes citation and psychometrics information. I am also attaching an article resulting from a
study using this instrument.
Thank you for your interest in this important topic of attracting and retaining nurses. We
have found the Wieck Nurse Job Satisfaction Index© to be an excellent instrument for making
general comments about the preferences of the different generations in today’s nursing
workforce regarding their perceptions of their satisfaction with their current job. Please note that
this is not a career satisfaction instrument; it relates to their current work position only. This
instrument has been mostly used with hospital nurses. It has helped us make recommendations to
hospital administrators, human resources executives, and nurse managers to assist them in
leading and managing an intergenerational workplace with a focus on retention. We have used
the instrument with nurse educators, and the reliability was a bit lower. You have my permission
to use any of the resources I have sent. I wish you good luck in your studies. Please give my best
wishes to Dr. Alfred.
Index© in

Respectfully,

K. Lynn Wieck, Ph.D.
Professor Emeritus
The University of Texas at Tyler School of Nursing
Primary Investigator: Cultivating Leadership in the Emerging Workforce Research Program
Primary Investigator: What Nurses Want: The 2007 Nurse Incentive Project
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Appendix K
Multidimensional
Scale of Perceived
Social
Support Social
(ZimetSupport
et al., 1988)
Multidimensional
Scale
of Perceived
Instructions: We are interested in how you feel about the following statements. Read each statement
carefully. Indicate how you feel about each statement.
Circle
Circle
Circle
Circle
Circle
Circle
Circle

the “1” if you Very Strongly Disagree
the “2” if you Strongly Disagree
the “3” if you Mildly Disagree
the “4” if you are Neutral
the “5” if you Mildly Agree
the “6” if you Strongly Agree
the “7” if you Very Strongly Agree
Very
Strongly
Disagree

1.

Strongly
Disagree

Mildly
Disagree

Neutral

Mildly
Agree

Strongly
Agree

Very
Strongly
Agree

There is a special person who
is around when I am in need.

1

2

3

4

5

6

7

There is a special person with
whom I can share joys and sorrows.

1

2

3

4

5

6

7

3.

My family really tries to help me.

1

2

3

4

5

6

7

4.

I get the emotional help & support
I need from my family.

1

2

3

4

5

6

7

I have a special person who is
a real source of comfort to me.

1

2

3

4

5

6

7

6.

My friends really try to help me.

1

2

3

4

5

6

7

7.

I can count on my friends when
things go wrong.

1

2

3

4

5

6

7

I can talk about my problems with
my family.

1

2

3

4

5

6

7

I have friends with whom I can
share my joys and sorrows.

1

2

3

4

5

6

7

10. There is a special person in my
life who cares about my feelings.

1

2

3

4

5

6

7

11. My family is willing to help me
make decisions.

1

2

3

4

5

6

7

12. I can talk about my problems with
my friends.

1

2

3

4

5

6

7

2.

5.

8.

9.

Note: The author does not require written permission to use instrument (“MSPSS”, n.d.).
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Appendix L
International Journal for Human Caring Permission to Use Publication
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